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THE POSITIVE APPROACH TO 
COMBATTING SOCIALISM * 
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The American people today are becom- 
ing more and more afraid of, and are 
running away from, their own revolution. 
The American Revolution, contrary to 
what many persons think, was not essen- 
tially a series of battles. The essence of 
the American Revolution was a _ revolu- 
tionary idea. It was a revolt from the old 
world notion of a sovereign state and a 
subjected people to a sovereign people and 
a servant state. 

We are today running toward the very 
thing we originally ran away from. I 
would like to take a few moments to de- 
fine, if I may, the thing we are now run- 
ning toward. 

It is a form of authoritarianism. It has 
many names. One of the names is social- 
ism. Socialism can be simply defined as 
state or government ownership and con- 
trol of the means of production, or it 
could be defined as the communizing of 
the product of all by force. 

We had an instance of this in our be- 
ginning—on the occasion of the landing 
of our Pilgrim Fathers. It made no differ- 
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ence how much or how little any member 
of the Colony produced. That produce had 
to go into a common warehouse under 
authority, and the proceeds of the ware- 
house were doled out in accordance with 
the authority’s idea of the need. In other 
words, they adopted, a practice which two 
centuries later was held up by Karl Marx 
as the ideal of the Communist Party— 
“from each according to his ability, to 
each according to his need.” 

There was good reason, a compelling 
reason, why our Pilgrim Fathers gave up 
that idea. The members of the colony 
were starving and dying. The warehouse 
ran out of provender. Governor Bradford 
in talking with the remaining members of 
the colony that third winter said, “Come 
next spring, we are going to try a new 
idea. Each of you is to have what you 
yourselves produce.” Came spring and not 
only was Papa in the field, but Mama and 
the children were there also. 

ROBIN HOOD EXAMINED 

This thing we are running toward could 
be described as the exact opposite of the 
Judeo-Christian philosophy of Charity, a 
voluntary spontaneous act as distinguished 
from using force to collect from some and 
give to others. Another way is to think 
of it as political Robin Hoodism. 

Robin Hood, a figment of fiction, al- 
ways has been and remains popular. The 
reason for this popularity is that he 
robbed the rich to aid the poor. Now, if 
the rich came by their properties honestly, 
Robin was nothing but a vandal of the 
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first order, and if they came by their 
property dishonestly, Robin was nothing 
but a show-off, for had he been intelli- 
gently and truly interested in aiding those 
he purported to help, he would have used 
his great skills to have stopped the rob- 
bers in the first place. 

Those are definitions of the things we 
are running toward. 

So that we won’t misunderstand one an- 
other at all, I will give you a few ex- 
amples. As a matter of fact, if I were to 
explain the expenditures of the govern- 
ments in this country—there are 120,000 
units of government in America—at the 
rate of one million dollars per hour, which 
is considerably faster than I am accus- 
tomed to spending money, I would con- 
clude this luncheon sometime in the year 
2,000. 

Let me give you just an example or two 
of taking from some and giving to others 
by force. 

Our intergovernmental loan programs 
or give-away programs qualify for that— 
the Marshall Plan and Point IV. Such 
things as government housing, rent con- 
trol, all wage and price controls, all sub- 
sidies, acreage allotments and _ parity 
prices, all grants or subventions by the 
Federal government to states, cities and 
communities, the protective tariff, and the 
progressive income tax, also qualify. You 
can go on and on. Those are some ex- 
amples of this thing we are running to- 
ward. 

THE ROOTS OF THE PROBLEM 

Why are we doing it? I am not going 
to give what I think are all the reasons, 
but I would like to suggest to you some of 
the excuses that are given to me as to 
why friends of mine don’t do anything 
about it. 

There are those who say that this is 
a world trend, that there isn’t anything 
you can do about it, that you have got to 
let it run its course, that you might as 
well relax and enjoy yourselves. There is 
another group that says, “But I am very 
busy. I do not have the time to do the 
study, the reading, the meditation required 


to qualify me as an expert in this field,” 
and there is the third group who say, “But 
there isn’t anything you can do about it as 
an individual.” 


I should like to comment on those in 
reverse order, and reply to the excuse 
that there is nothing you can do about it 
as an individual by saying there is nothing 
at all that you can do about it except as an 
individual. 

To the person who says that he is too 
busy to give time to study, reading and 
meditation on this problem, I would only 
ask that he state his excuse accurately 
and put it this way: I give reading, study 
and meditation on this general problem a 
low priority. I give a higher priority to 
my business, to my bridge, to my golf, to 
a thousand other things. A person has 
just as much time to give to this as he 
wills to give to it. 

To the person who says that this is 
historically inevitable, that there isn’t any- 
thing we can do, that we might as well 
let it run its course, I would say, “Ob- 
viously I don’t believe that or it would 
be absurd for me to be in this work.” 


I have, however, tried to find instances 
in history where a country has been on 
this type of toboggan and reversed itself. 
It is pretty discouraging. I found one ex- 
ample in France during the reign of Louis 
XVI. 

Louis XVI appointed Turgot as his 
finance minister, and free enterprise was 
restored almost overnight because Turgot 
removed the restrictions on trade and pro- 
duction and commerce. He kicked out the 
queen and her court, which were largely 
responsible for the big budget, but the 
queen and her court then went to work on 
Turgot politically and had him out of 
office in about eighteen months, so that 
was not a significant instance. 


The only important one I discovered 
took place in England following the Napo- 


leonic Wars. England was a small coun- 
try, perhaps eight or nine million souls. 
Her economy was extremely simple as 
compared to ours today, but England’s 
debt at the time certainly was greater in 
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relation to her resources than ours. Re- 
strictions on exchanges of goods and serv- 
ices were so great that, had it not been 
for the smugglers — the law breakers, 
many people would have gone hungry. 
Added up, that is quite a mess. 
Something did happen. What happened 
came about primarily by reason of the 
work of two brilliant men, John Bright 
and Richard Cobden, men who understood 
and were capable of explaining the phil- 
osophies that had earlier been laid down 
by John Stuart Mill, Ricardo, John Locke, 
Adam Smith and others. They went all 
about England writing and preaching 
about the merits of freedom of trade. 
Members of Parliament were concerned 
about the difficulties in the country. They 
listened to these men, and there began the 
greatest reform movement in all British 
history, the repeal of restrictive laws—the 
Poor Laws, the Corn Laws and other 
things of that sort. At the time England 


fortunately had a Queen—Victoria—who 


would rather sit in the corner and knit 
than objectively rule Englishmen, and 
these Englishmen roamed all over the 
world, and built Empire, progress, and 
prosperity—in fact built quite a nation, 
a trend in development that went on until 
about the beginning of World War I when 
the disease set in again. 

Now, I think at this point it is neces- 
sary that we take a look at this disease, 
the one we are running toward, or getting 
ourselves into again, the one that Eng- 
land went into again about the beginning 
of World War I. 

This disease has many popular names, 
but they are not too descriptive. I have 
used a couple of them — Socialism and 
Communism, but other names are Fabian- 
ism, Naziism, Fascism, the welfare state, 
planned economy, state interventionism, 
the New Deal, the Fair Deal and I have 
some private names I might add. 

If you will take a look at any one of 
these so-called progressive ideologies, you 
will see that each one had a characteristic 
common to all the rest, and it is this com- 
mon characteristic that is the cell in our 


social cancer which is the essence of the 
disease. It is in the form of a belief, a 
rapidly growing belief. Here is what it 
is: a rapidly growing belief in the use of 
organized police force, namely govern- 
ment, as a means to direct, control and 
own the creative activities of citizens 
within a society. 

The American revolutionary idea did 
not have government in that function. 
The function of government according to 
the American revolutionary idea was to do 
for all of us that which we had a moral 
right to do for ourselves, and the only 
thing we have a moral right to do for 
ourselves against others is to protect our- 
selves against the aggression of others, in 
other words, to defend our own life and 
livelihood. We set up the agency of gov- 
ernment for the purpose of being our 
servant, protecting all of us against the 
violence, fraud, misrepresentations or 
predatory practices of any one in society 
who might so indulge. In other words, 
government was used to inhibit the de- 
structive activities of man. The creative 
activities were left to citizens. But gov- 
ernment is being more and more used as 
a means to direct and control the crea- 
tive activities of citizens. 

Let me illustrate. I am so old that I 
can remember when, if we wanted a house 
or housing, we relied upon men in pri- 
vate enterprise. First, we relied upon the 
person who wanted a house, which then 
seemed like a good notion; two, upon the 
person who wanted to construct it; and 
three, upon the person who wanted to 
loan the money for the tools, labor and 
money to build it. Under that system we 
built more square feet of housing per 
person than ever existed in any country 
on the face of the earth, in all history. 
Yet, in spite of that remarkable accom- 
plishment, more and more persons are 
believing the only way we can have ade- 
quate housing is by using the agencies of 
force to take from you, and you, to give 
to the governmental authority’s idea of 
the needy. In other words, here we are 
right back where we were in the first 
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place, the application of the Marxian ideal 
—from each according to his ability, to 
each according to his need, and by force 
‘of government. 

It follows that, as this belief in the use 

of force as a means of getting things done 
increases, there is a corresponding and 
diminishing faith in free men to get things 
done. As the one grows, the other dimin- 
ishes, obviously. 
_ If that reasoning be sound, and I see 
no reason why it isn’t, the solution of our 
problem has to take a positive form, 
namely, a restoration of a faith in free 
men. 

Now, that is something much easier to 
admonish than to accomplish. Let me 
give you an example of what I mean. 
If I were to go around Chicago or any 
of your communities today and ask most 
of the citizens should the government de- 
liver the mails, I am quite sure every one 
would say, “Yes.” The reason they would 
say, “Yes,” is that the government has pre- 
empted that activity, has had a monopoly 
of it for so many decades that all the per- 
sons who are entrepreneurs have given up 
any thought as to how they would do it 
if it were a private enterprise opportunity. 

I did a little research not long ago and 
discovered we deliver more pounds of milk 
every morning than mail. I next made a 
startling discovery—that milk is more 
perishable than a love letter or a catalog. 
Third, I discovered they deliver the milk 
more promptly, cheaply and efficiently 
than mail. 

I asked myself, “Why couldn’t private 
enterprise deliver mail? We handle freight 
which is heavier.” But, no, man has lost 
faith in himself to do this sort of thing. 


Let me give you a hypothetical example 
that will perhaps illustrate this point even 
better. Let’s assume that 180 years ago, 
the time we began this political establish- 
ment of ours, the Federal government had 
issued a decree to the effect that all boys 
and girls in America were to be provided 
with free shoes and stockings from the 
time they were born until they became 
adults, that the practice of the govern- 


ment being responsible for shoes and 
stockings had been going on for these 180 
years, and a person like Read comes along 
and says, “I don’t believe that shoes and 
stockings should be the responsibility of 
the Federal government. I think that 
ought to be a family responsibility.” 

I can assure you that, had that been 
going on and had I said such a thing, 
most persons would respond “But Read, 
you would let the poor go unshod.” In 
this instance where we have not done it, 
I am able to point out that in the coun- 
tries where we are most free and the 
shoes and stockings for children have been 
a family responsibility, they are better 
shod than in the countries where they have 
been less free and shoes and stockings have 
been a government responsibility. 

FAITH IN FREE MEN 

This faith in free men is a very inter- 
esting thing. I am going to tell you what 
mine is. It is an extraordinarily radical 
idea, radical in the sense that very few 
persons share it. 

I am going to tell it to you in one 
simple sentence. So hang on to your seats 
because it is shocking. J actually believe 
that you are better able to control your 
creative actions than I am able to control 
your creative actions. 

Sometimes when I am explaining this 
to my collectivist adversaries, I put it 
this way. No person has a moral right 
to control another person beyond the de- 
fense of his own life and livelihood. If 
we were to assume that the persons in this 
room constituted the society of America, 
I could get every one here to agree there 
isn’t anyone among us who has a moral 
right of control over anybody else beyond 
the defense of his or her own life and 
livelihood. 

Well then, it is absurd, isn’t it, to think 
that we could ourselves create an agency 
that has rights superior to those of us 
who organize it. With that kind of rea- 
soning, I can derive my idea of what 
should be the scope of government. It 
should be used to do for all of us equally 
that which we as persons have a moral 
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right to do for ourselves—defend our own 
life and livelihood. There is a good reason 
for government to perform that function. 
But once government goes beyond that 
limit, once government assumes or has 
delegated to it rights which we ourselves 
do not possess, or government arrogates 
to itself controls which we have no moral 
right to exercise, then that government 
is hanging on a thesis as untenable as the 
divine right of kings theory. If it does 
not get its rights from those of us who 
organize it, from where do these rights 
come? 

It is one thing to have this sort of a 
faith in free man. It is another thing to 
give it to those who have no such faith. 
I will concede this is a problem of influ- 
encing other persons, but I think we need 
to understand the nature of influence lest 
we do more damage than good. 


There is the problem of influencing per- 
sons to buy corn flakes, automobiles, 


watches, soap and so forth, things that 


satisfy desires of the flesh. I am not 
interested in that today. I am interested 
in influence as it relates to the communi- 
cation of ideas, ideas being accomplish- 
ments of the intellect. 
INFLUENCES DEFINED 

In this area there are really two types 
of influence. One is the rational, and the 
other is the nonrational. The nonrational 
devices are very influential for our collec- 
tivistic adversaries, those who would de- 
stroy a free society. Destruction is aw- 
fully easy. It is a different technique than 
creation. For instance, it took all the his- 
tory of mankind in the fields of engineer- 
ing, construction and architecture to build 
a shanty like we are in here today. Yet 
an idiot could destroy it in a moment. 


An example of a nonrational device is a 
slogan. The slogan: “Kill all the Jews,” 
effectively influenced a lot of people in 
Germany to follow a madman. Clever 
cliches and phrases fall in the category 
of the nonrational. “What would you do, 
let them starve?” Or, Human rights are 
above property rights.” Those are catch 
phrases and cliches that have effectively 


influenced millions of Americans to ele- 
vate charlatans into public office. 


The best example of nonrational device 
that I can think of is a man with a 
Messianic voice who can stand before 
thousands and whip them into a maniacal 
frenzy, the frenzied crowd being extreme- 
ly influential in destruction. But can you 
imagine the frenzied crowd creating, in- 
venting or discovering? I could not. What 
I am trying to suggest is that our task 
is in the creative not the destructive area. 
By creative action I mean the advance- 
ment of understanding. Of what? Of our 
own philosophy, the one that is the oppo- 
site of socialism. 

One of the reasons that the belief in 
force or socialism is growing is that there 
is so little standing against it. By that I 
mean there are very few of us in this coun- 
try today who have an adequate under- 
standing of our own philosophy and a 
capacity to explain it with clarity. I as- 
sume that every one of you in this room 
has a wide acquaintanceship. Yet I would 
be reasonably safe in saying that there 
isn’t one of you who will claim that you 
personally know five persons whom you 
consider to be skilled, accomplished ex- 
positors of the free market, private prop- 
erty, or limited government philosophy. 

The reason we are losing this battle is 
because we have such a lack of under- 
standing of our own philosophy. There 
are a great number of us who can damn 
socialism and inveigh against communism. 
We can sputter, but we cannot explain. 
The problem then is one of learning, learn- 
ing our own philosophy. 

There are a couple of things I want to 
say about the learning process. The learn- 
ing process presupposes two things. Num- 
ber one, a person who wishes to learn a 
subject, and number two, a source from 
which the learning may be drawn. 

Now, I will concede that we need liter- 
ally tens of thousands of persons in this 
country who want to know the free mar- 
ket, private property, limited government 
philosophy because, if they do not under- 
stand it and know how to explain it, they 
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won’t, and all the speech making and all 
the pamphleteering and all the babbling 
will have no effect at all. 

They must want to know. 

THE SOURCE OF UNDERSTANDING 

What is it then that can create this 
needed wide-spread desire to learn. It is 
the second part of the equation, the source 
of understanding. Let me illustrate. 


There was no desire fifteen years ago 
to understand nuclear fission, but the 
moment that one man found out how to 
release atomic energy, the moment that 
idea existed in the brain of a man and he 
communicated it to all, there was auto- 
matically created a desire to learn on the 
part of tens of thousands of persons, per- 
sons from all over the earth who had an 
aptitude for that particular subject. In 
other words, it was the source of the 
understanding that created the desire to 
know. 

Now we are getting down to the nub of 
the problem of how you develop this 
source of understanding. You see, there 
are two ways to go about it. One is called 
“selling the masses technique,” or as they 
put it sometimes “selling the man in the 
street.” 

The presumption in this line of reason- 
ing is that everybody else except myself 
is ignorant, and all I have got to do is get 
somebody else to know what I know, and 
ipso facto, the millenium. 


The other day in response to hearing 
this selling-the-man-in-the-street argument, 
which I have heard so many times, I 


rushed out into the street to see what 
kind of educational job it was, and who 
do you think I found in the street? It 
was Read. 

I reject this selling the masses or the 
man-in-the-street technique, and commend 
the improvement-of-self-method or devel- 
oping the source of understanding on the 
other hand. 

I belong to a golf club composed of 250 
dubs among which I am a distinguished 
incompetent. Now, let us assume for the 
sake of this golf analogue that my object 
is to get all of the members of St. An- 


drews to become scratch golfers. I guess 
everybody in the room knows what a 
scratch golfer is. For rating purposes, 
he’s a good as one can get. 


I use the selling-the-masses technique 
and admonish all my colleagues to become 
scratch golfers, I, the dub, who does not 
know how to be a scratch golfer myself. 
I submit that that kind of action on my 
part would be repellent. If I persisted in 
it long enough, they would finally ask me 
to resign from St. Andrews. 

Now, let’s consider the way I am com- 
mending we go about the problem of ad- 
vancing our philosophy. I go to work on 
the one person on earth over whom I have 
some control in the creative sense, name- 
ly, Leonard Read. I try desperately to 
become a scratch golfer myself. Let’s 
make the extremely radical assumption I 
succeed. 


I submit that this sort of action on my 
part would be attractive, that most of my 
colleagues would come to me and say, 
“Read, if you can do it, maybe I can do 
it, but won’t you please teach me?” In 
other words, I would have established my- 
self as a teacher, as a source of under- 
standing, as the one from whom learning 
could be drawn. 

What we need to solve our problems are 
numerous persons who can qualify as 
teachers of the free market, private prop- 
erty, limited government philosophy. 


There isn’t anything that you can do to 
help out on this except that you yourself 
try to so qualify. You must remember 
that the teacher is never self-designated. 
The teacher in every instance is desig- 
nated by the student. It is you who de- 
cide what you are going to learn from 
another, or to put it in a more obvious 
way: It is always the person with the re- 
ceiving set who does the tuning in; it is 
never the broadcaster! 

SOCIALISM AND MEDICINE 

Before I tell a couple of stories to show 
how this approach works, I wish to say 
just a word about socialism as it relates 
to the medical profession because I be- 
lieve that you are interested in that. 





READ—The Positive Approach to Combatting Socialism 51 


What is happening to you is nothing 
more nor less than a manifestation of the 
general socialistic problem. You can put 
up all the fight you please against social- 
ized medicine, but if the belief in force con- 
tinues to grow, your fight will be to no 
avail. 

You must approach this problem as your 
husbands approach diseases. They ap- 
proach them systemically, and that is the 
way you must approach this. 

You should actually be more interested 
in scrapping socialism when it rears its 
ugly head in areas other than your own 
because there you can be more effective 
than you can when your own ox is being 
gored. I recall a quotation made by Milton 
Mayer, who wrote a little book entitled 
“These Few.” It was an essay addressed 
to the Jews and their minority problem, 
and he gave them some very good advice. 
He ended with this rather remarkable 
line: “If these minority groups would save 
their own skins and their own souls, they 
would first fight for the rights of all men; 
second, for the rights of others than their 
own and last, if at all, for their own.” 
The doctors, the power and light people, 
the housing people, in fact everybody in 
private enterprise could well take that ad- 
monition to heart. 

I will conclude with two stories that 
will illustrate how this developing the 
source of understanding works. 


The first story began two years ago last 
month. I received a letter from a staff 
member of the Reader’s Digest which 
said: “We are going to reprint in a future 
issue of the Reader’s Digest a clipping 
which you have published entitled, ‘If Men 
Were Free To Try’ by John Sparks. We 
will send Mr. Sparks $200 and the Foun- 
dation $200.” That was all very lovely 
for we ask people to reprint our material 
even without asking permission because 
we are interested in the dissemination of 
libertarian ideas. 

I had a date two weeks later with Mr. 
Wallace, the editor and publisher of Read- 
er’s Digest. .He said, “Read, I am de- 
lighted with this piece that we are going 


to reprint in the July issue of the Reader’s 
Digest. It is the best thing of its kind I 
have seen. It is the kind of stuff we want 
more of.” Then he handed me two checks, 
bottom side up. I thought they were the 
two $200 checks, but I am an extraor- 
dinarily curious person so I peeked, and 
the one made out to John Sparks wasn’t 
for $200; it was for $500. And the one 
made out to the Foundation wasn’t for 
$200; it was for $2,000. 


I said, “Mr. Wallace, maybe you would 
be interested in learning how this piece 
which you admire so much came into be- 
ing.” 

I told him about going to Canton, Ohio 
in 1946, the year we started the Founda- 
tion, and delivering an address to an an- 
nual banquet of home builders. There 
were 300 men there that night. When the 
affair was over at 9:30, two young archi- 
tects came up and introduced themselves 
to me as Bill Dicks and Dick Lawrence. 
They asked me if I had any more time, 
so we went over to the Canton Club and 
talked. The burden of their argument was 
the same as I hear on all sides. ‘Read, 
we agree with your free market, private 
property, limited government philosophy, 
but what concerns us is what are we going 
to do about all these people who don’t 
understand. How are we going to get it 
into their heads? How are we going to 
organize? How will we get action?” 

PRESENTING THE CHALLENGE 

I said, “Bill and Dick, if you are seeking 
my counsel on this problem, I would have 
you forget everybody else on the face of 
this earth. I have another kind of a 
project for you to take on. 

“T would like to see if you two can 
become skilled, accomplished expositors of 
our philosophy yourselves. If you succeed, 
I can make you two promises. Then, and, 
only then, will you become influential in 
stopping this trend to socialism in Ameri- 
ca. And, second, your very accomplish- 
ment will attract others to you by reason 
of what you have learned.” 

I reported to Mr. Wallace that Bill and 
Dick took my counsel and went to work 
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on themselves, on improving their own 
understanding. You could go over this 
country with a fine-toothed comb, and, 
-with difficulty, could you find any pair of 
young men as skilled and accomplished in 
our philosophy as Bill and Dick. 

The second part of the promise came 
true. People in Canton learned of their 
understanding. Discussion groups began 
to form around them, and today there are 
not less than 100 young men and women 
‘in that area who are reasonably accom- 
plished in this philosophy. 

“Mr. Wallace,” I continued, “the first 
person among these 100 attracted to Bill 
and Dick was our friend, John Sparks, 
the one who wrote this piece. In these 
eight years he has come so far and can 
write a piece of such fine exposition that 
you, sir, stand in front of me and of your 
own free will—I didn’t nudge you—give 
me $2,500 and insist upon giving what he 
wrote 15 million duplication in your Read- 
er’s Digest.” 

The other story is a bit different but 
the same in principle. 

About four years ago I received a phone 
call from a businessman in New York. 
He said, “I have heard about the Founda- 
tion. Won’t you come down and tell me 
about it?” 

I lunched with Mr. Jones and told him 
much of what I have told you. I told him 
how we brought together statisticians, 
economists, researchers, philosophers, men 
and women devoted to the libertarian phil- 
osophy, all of us conceding we don’t know 
all the answers, all of us specializing in 
trying to understand it better, writing our 
findings in books, pamphlets, clippings 
and journals and making our works avail- 
able to every one who wants them. (Par- 
enthetically, nothing would make me hap- 
pier than if every one in this room would 
want to receive our material. All you 
have to do is to ask for it, and it is 
yours. If you don’t drop me a note and 
say you want it, tell Miss Wolfe. I am 
sure she will see that we get the mess- 
age.) 

Anyway I explained to Mr. Jones that 


we sent this material to those who asked 
for it, and he said, “How many asked for 
it? How many are on your mailing list, 
Read ?” 

The answer then was about 22,000. 
“Ah,” he said, “that is nothing in a coun- 
try as big as this. That is no good.” I 
told him about the distribution of one of 
our clippings which we circulate the same 
as books, pamphlets or journals. “But,” 
I said, “That 22,000 wasn’t all there was 
to the dissemination, Mr. Jones.” ‘What 
else was there?” asked he. I said, “Those 
persons in turn obtained from us 250,000 
copies and distributed them in their own 
circles of influence.” 

Then, he said, “A quarter of a million 
isn’t anything in a country with 165 mil- 
lion persons.” 

“Well, Mr. Jones,” I answered, “There 
was a third stage of dissemination.” 
“What is that?” asked he. 

I said, “The Saturday Evening Post 
with a circulation of four million used it 
as a lead editorial. The Reader’s Digest 
reprinted it in the domestic and seven 
foreign editions, a circulation totaling 
13,700,000, as did literally hundreds of 
newspapers, house organs and employee 
journals. Mr. Jones, it probably reached 
duplication of over 100,000,000.” 

As his interest became obvious I added, 
“But, there was one more stage of the 
dissemination. It’s when the person who 
reads an item in the Post or Digest takes 
the idea and uses it as his own, in his own 
speech, his own writing.” By this time 
Mr. Jones was getting excited about the 
kind of an idea that had this take-off 
power. 

I told him about the clipping of ours 
entitled, “A Lesson In Socialism,” which 
as I explained was distributed just the 
same as our other material. 

A FINE EXAMPLE 

It was about the high school teacher of 
economics and history explaining the 
meaning of socialism to his class. He 
said to his class, “Mary, you got a grade 
of 95, and Jane, you got a grade of 55. 
I am going to take 20 points from Mary, 
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and I am going to give them to Jane. 
That will give you each 75, adequate for 
passing. That will be applying the social- 
istic principle ‘from each according to his 
ability, to each according to his need.’ 
Now let’s see how this will work. You 
won’t do any work, Mary, because you 
have had your incentive removed. That 
is a serious operation. You, Jane, won’t 
do any work because you are getting some- 
thing for nothing. Therefore, we have a 
class that will no longer work. You can’t 
live unless you work and produce. So, in 
order to get production or work, we will 
have to bring in somebody with a whip 
or gun to induce production. Thus, this 
socialistic principle is the authorship of 
authoritarianism.” 


Said Jones, ‘“‘Why, Read, I was at the 
Rotary Club in Philadelphia last week. 
The speaker used that as his own idea.” 

“Thank you very much Mr. Jones, You 
have made my point.” 

Ladies and Gentlemen, I would like to 


thank you for I believe I have made my 
point. 


4). 
VU 
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This age of chemistry and technology 
has greatly lightened the chores of ordi- 
nary living. The laboratory has given 
birth to synthetic detergents, cleaners, 
medicines and insecticides. Most of these 
are marketed under trademarked or pat- 
ented names. These products when used 
for the purpose for which they were in- 
tended and used in accordance with the 
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instructions given by the manufacturer 
cause no difficulty. However, ingestion 
and improper usage can lead to illness. At 
times the cause of the illness may not 
immediately be apparent. Poisoning can 
occur in many ways. The most important 
of these are the accidental, statistically, 
the largest group. Suicidal intent is also 
prominent. Less commonly are seen self- 
treatment, homicidal and iatrogenic (phy- 
cian induced) causes. 

The availability of agents is multitudi- 
nous. The majority of offending sub- 
stances will fall into the following cate- 
gories: insecticides, rodenticides, deter- 
gents or cleaners, disinfectants, prescrip- 
tions, patent medicines, and miscellaneous. 
Chemically or toxicologically these fall 
into the following classes: simple inorgan- 
ics, heavy metals, alkaloids, hydrocarbon 
solvents, chlorinated hydrocarbons, organ- 
ic phosphates, barbiturates and sedatives, 
dinitrophenols, salicylates, and carbon 
monoxide. (See table 1.) 


TABLE 1 
POISONS DISCUSSED IN THIS PAPER 








Simple Inorganics 
Fluoride 
Fluroacetate 
Phosphorus 
Chlorine 
Anhydrous Ammonia 
Heavy Metals 
Arsenic 
Mercury 
Lead 
Alkaloids 
Nicotine 
Strychnine 
Hydrocarbon Solvents 
Kerosene 
Gasoline 
5. Chlorinated Hydrocarbons 
Carbon tetrachloride 
Chlorinated organic insecticides 
Dinitrophenols 
. Organic Phosphorus Compounds 
8. Salicylates 


All of these compounds require some 
consideration as the signs and symptoms 
differ and the therapy varies. The mode 
of action and the therapy of alcohol, opi- 
ate, barbiturate, and carbon monoxide in- 
toxication is well understood. We shall 
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pass over these compounds even though 
statistically they represent a large ma- 
jority of the cases which are seen. The 
less understood varieties of poisoning will 
be detailed in this paper. 
SIMPLE INORGANICS 

Phosphorus, either white or yellow, is 
found in many rat and some roach poisons. 
Most of these preparations will smoke 
when exposed to air and a strong odor of 
garlic is apparent. This odor may be de- 
tected in the acutely poisoned victim. The 
symptoms of acute poisoning occur in two 
phases: (1) Cardiac and central nervous 
system collapse are apparent within hours 
and, (2) the gastrointestinal phase occurs 
in a day. The stools may smoke and ap- 
pear phosphorescent. 

Treatment is gavage with 0.5 to 1.0 per 
cent solution of potassium permanganate. 
Remove after a few minutes and instil 


magnesium sulfate to empty the bowel. 
Avoid oil and fat in any form as these 
will increase the absorption of phosphorus. 


If the patient survives the gastrointes- 
tinal phase which may last four to four- 
teen days, he will pass into the subacute 
phase or the phase of liver failure. This 
is due to subacute yellow atrophy of the 
liver. Toxic neuritis may also appear. 
These manifestations are treated sympto- 
matically, handling the liver failure as in 
any case of acute yellow atrophy. In fact, 
during the entire gastrointestinal phase 
the patient should have the same therapy 
as usually given for infectious hepatitis: 
diet, restricted activity, vitamins, etc. 

For completeness sake, chronic phos- 
phorus poisoning should be mentioned. 
This is now rare, and occurred principally 
in the match industry, when matches used 
to contain white phosphorus. The out- 
standing feature is a bone necrosis, which 
in match workers occurred in the jaw, the 
so-called “phossy jaw.” In addition, these 
patients had diarrhea, anemia and jaun- 
dice. The treatment is entirely sympto- 
matic. 

Fluorides are found in dusts and sprays 
for the garden as well as some household 
insecticides. Poisoning usually occurs with 


the mistaking of sodium fluoride for bak- 
ing powder, etc. The sodium fluoride in 
the stomach is converted to hydrofluoric 
acid. As this is used to etch glass, one can 
imagine the symptoms. In addition to be- 
ing a strong corrosive, the fluoride ion 
poisons metabolic and enzymatic proc- 
esses. The direct action of the fluoride 
in the stomach causes abdominal pain, 
nausea, vomiting and diarrhea. Later, the 
effects of absorption occur: seizures, dys- 
pnea, and myocardial weakness. Death is 
from shock in forty-five minutes to about 
four hours. Treatment is gavage with 
magnesia in milk. This helps to bind the 
fluoride ion and remove it. Symptomatic 
treatment is instituted for the other symp- 
toms. Saline is given as the “loading” of 
another halogen ion promotes the excre- 
tion of the first. This is true in bromide 
intoxication also. If the patient survives 
the period of shock, renal manifestations 
occur and these must be treated expect- 
antly. The mode of action of this sub- 
stance is an interference with acetate 
metabolism in muscle, cardiac muscle and 
nervous system. 

Sodium fluoroacetate, or 1080, is simi- 
lar to fluoride poisoning except that much 
smaller amounts are toxic. This compound 
is used as an insecticide and poisoning 
can occur orally or by inhalation in spray- 
ing. The symptoms occur rapidly and con- 
sist of nausea, mental depression, epilepti- 
form seizures, extreme depression with 
pulsus alternans, and death ensues from 
ventricular fibrillation or cardiac arrest. 
The total duration of symptoms may be 
only one half to two hours. The treatment 
is not specific and consists of gavage with 
the instillation of magnesium sulfate. 

Gases like chlorine and anhydrous am- 
monia are powerful corrosives. The for- 
mer is changed into hydrochloric acid 
when it comes in contact with water, i.e. 
a moist mucous membrane, and the latter 
is changed into ammonium hydroxide. 
These substances can give severe conjunc- 
tival burns and cause an intense irritation 
to the mouth, nose, pharynx, and respira- 
tory system. In time, a pseudomembrane- 
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ous appearance may result. All efforts 

are concentrated in keeping an open air- 

way and tiding the lungs over the insult. 

The corneal and conjunctical manifesta- 

tions require the usual forms of therapy. 
HEAVY METALS 

Arsenic intoxication occurs from acci- 
dental, suicidal, homicidal, and iatrogenic 
(Fowler’s solution) means. Arsenic is a 
favorite component of ant poisons and 
dusts of various sorts used in the garden. 
The acute form of poisoning is divided 
into three types: Paralytic — death within 
twenty-four hours. This may occur quite 
rapidly by complete nervous system paral- 
ysis. The gastrointestinal form presents 
as cramping abdominal pain, diarrhea, 
cholera-like stools. This is the most usual 
form and is the one usually described in 
mystery novels. The third or liver form 
is acute yellow atrophy within two to 
three days. Treatment is gavage with 
tincture of ferric chloride a half ounce in 
a glass of water. Saturate with magnesia. 
Then administer British anti - lewisite 
(BAL) intramuscularly in a dose of 5 
mgm. per kilogram of body weight every 
four hours until the symptoms are con- 
trolled. 

A subacute phase of poisoning exists. 
This lasts weeks to months and consists 
of acute yellow atrophy of the liver, ne- 
phrosis, and dermatitis. This may pass 
into the chronic phase and present as 
neuritis, chronic gastroenteritis, Ray- 
naud’s syndrome, and arsenical keratoses. 
A urine level above 2 mg. per liter is in- 
dicative of arsenic intoxication. 

Mercury is not a common cause of acute 
poisoning except as a suicide. ecasion- 
ally, calomel—harmless mercurous chlor- 
ide—is converted into the toxic mercuric 
chloride and poisoning ensues. This may 
happen before it is taken or after it is 
in the gastrointestinal tract. 

In the acute gastrointestinal tract poi- 
soning gastrointestinal symptoms occur 
within thirty minutes. There is suppres- 
sion of kidney function. Mercury is ex- 
creted mainly by the colon and kidney so 
later manifestations are seen in these or- 


gans. Treatment is by gdvage with the 
white of an egg and BAL. Chronic poi- 
soning in the felt hat industry gave rise 
to the term “‘mad as a hatter’. A gum 
line is rare, but commonly there are tre- 
mors and paralyses. A lateral sclerosis- 
like syndrome has been reported occurring 
in dentists from the handling of mercury 
in making amalgam for fillings. A urine 
level above 0.3 mgm. per liter is thought 
to be significant. Treatment is with BAL. 
However, this substance is not as effica- 
cious with this heavy metal as with ar- 
senic. 

Probably the most interesting of the 
heavy metals is lead. This metal is found 
in many different situations. Children 
with pica may get lead from plaster or 
paint; painters, from white lead. Metal 
workers, welders, etc. can volatilize enough 
metal to get acute poisoning. In the ship- 
yard industry acute lead poisoning is 
called the “Plummies’”, which is a good 
layman’s translation of plumbism. Occa- 
sionally suicide and abortion are tried 
with lead compounds. Acute poisoning 
manifests itself with cramping abdominal 
pain, diarrhea which may be bloody or 
black from lead sulfide. The patient may 
die from collapse on the second or third 
day. If the patient survives, he will pass 
into the chronic phase. Treatment con- 
sists of gavage with the instillation of 
magnesium sulfate to make lead sulfate 
which is insoluble. A better practice would 
be to instil ethylenediaminetetraacetic acid, 
a chelating agent. This type of chemi- 
cal compound preferentially sequesters a 
metal within its molecule and hides it 
from chemical activity. BAL or EDTA 
should be given to combat the absorbed 
compound. 


The symptoms of chronic lead poisoning 
are multitudinous. It is very interesting 
that several cases of chronic lead poisoning 
have been reported from bullets embedded 
in tissue for some time. Anemia is a promi- 
nent sign of this condition. It is thought 
that the anemia is due to decreased resist- 
ance to trauma. Basophilic stippling may 
be found but its absence by no means rules 
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out lead as the cause of the anemia. Chil- 
dren with growing bones usually show a 
lead line. This line is located proximal to 
the epiphyseal plate (Figure 1). As treat- 
ment progresses this line will decrease in 


¥7 


Figure 1.—Child with pica. Roentgenogram of 
knee joint. Chronic lead poisoning resulting from 


ingestion of plaster. 
arrows. 


Note lead lines indicated by 


density and gradually disappear. Adults 
sometimes will show a lead line on the 
gums. It seems that teeth are necessary 
to have a lead line. This line is a bluish 
to black discoloration of the gums, most 
prominent on the gingival papillae. Wrist 
drop and foot drop may result from pe- 
ripheral neuritis, and central nervous sys- 
tem symptoms include seizures, paralyses 
and melancholia. Urine levels above 100 
gamma per day are indicative of lead in- 
toxication. Treatment is with EDTA or 
BAL. 


ALKALOIDS 

In the alkaloid group, the derivatives 
of the opium poppy are so well known 
that we shall confine ourselves to a dis- 
cussion of two plant alkaloids used in 
insecticides and rodenticides — strychnine 
and nicotine. 

The main use of strychnine is a rodenti- 
cide especially for moles, however, there 
are some medicinal uses of this alkaloid. 
Strychnine causes hyperexcitability of the 
reflex centers of the cord and medulla. 
Therefore acute intoxication can mimic 
tetanus. Within five to fifteen minutes 
dysphagia, muscular twitchings, and vio- 
lent tetanic convulsions follow one on the 
other. Death occurs within one to two 
hours. Therapy is very interesting in that 
general anesthesia or barbiturates intra- 
venously must be given in order for the 
physician to minister aid, as merely touch- 
ing the patient will send him into a violent 
tetanic convulsion. Gavage the stomach 
with potassium permanganate, remove, 
and instil charcoal to bind the strychnine. 
If the patient can’ be carried over the vio- 
lent phase with anesthesia and expectant 
supportative therapy he will live. 

Nicotine is found as a component of in- 
secticides. This alkaloid is first a central 
nervous system excitant, then a depress- 
ant. The symptoms of acute poisoning 
depend upon the dose. With a large dose 
death ensues in a few seconds due to com- 
plete central nervous system paralysis. 
With smaller doses, nausea, vomiting, ab- 
dominal pain, and diarrhea ensue. A nico- 
tine odor is usually apparent. Convulsions, 
spasm, and respiratory collapse occur. The 
latter is similar to that of curare. Ther- 
apy is gavage with charcoal or tannic 
acid and artificial respiration. Small doses 
of strychnine may be valuable. 

HYDROCARBON SOLVENTS 

The hydrocarbon solvents include many 
offenders and one is selected for illustra- 
tion. This is kerosene, a compound which 
may be inhaled or ingested. The primary 
source of concern to the physician is in- 
halation or aspiration. Kerosene is capa- 
ble of giving a “jag” and there are reports 
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of children becoming addicted to sniffing 
and inhaling both gasoline and kerosene. 
The symptoms of acute intoxication are 
fullness of the head, headache, blurred 
vision, unsteady gait, “jag”, nausea, 
twitching, collapse, and coma. Aspiration 
or inhalation leads to pneumonitis. (Fig- 
ure 2) There is no specific remedy and 
therapy is directed toward emptying the 


Figure 2.—Child. Chest roentgenogram kero- 


sene ingestion. Note pneumonitis in right lower 
lobe resulting from aspiration. 
stomach so that aspiration does not occur. 
Fat and oil in the food or therapy should 
be avoided as this will increase the ab- 
sorption. The other symptoms are treated 
expectantly. 
CHLORINATED HYDROCARBONS 

Carbon tetrachloride takes its toll each 
year. The majority of these intoxications 
are accidental. Alcohol ingestion potenti- 
ates the toxicity of this compound. This 
is very strikingly demonstrated clinically 
in such cases as two people cleaning a rug 
with carbon tetrachloride in the same 
poorly ventilated room, one is drinking 
and the other is not. The one who has 
been drinking may become poisoned and 
die while the nondrinking companion may 


not even have a headache. As carbon 
tetrachloride is a brother to chloroform 
(carbon trichloride) a soporific effect is 
to be expected. There may be, and fre- 
quently is, a latent period of several days 
when urinary suppression and jaundice 
supervene. Convulsions herald the ap- 
pearance of hepatic coma. The therapy is 
leveled at sparing the liver and kidneys 
with general supportive therapy. Chronic 
exposure and seemingly single exposure 
can lead to cirrhosis of the liver and ne- 
phrosis. This is of interest in workmen’s 
compensation cases. 


Chlorinated organic compounds are used 
in great quantities as insecticides. Chloro- 
phenothane (D.D.T.), benzene hexachlor- 
ide, chlordane, aldrin, dieldrin, and toxa- 
phene are the outstanding members of this 
group. Poisoning with these agents is ac- 
cidental or suicidal. In general, treatment 
of the central nervous system excitation 
brought about by these compounds is best 
accomplished with sedatives of the bar- 
biturate group, of which pentobarbital is 
perhaps the most suitable. 

DINITROPHENOLS 

The dinitrophenols are used as insecti- 
cides. The most prominent of these is 
dinitro-orthocresol or DNOC. Exposure 
may be oral, respiratory, or through the 
intact skin. The symptoms are nausea, 
vomiting, gastric distress, fever, sweating, 
deep rapid respirations, cyanosis and col- 
lapse. The course is rapid with death or 
recovery within twenty-four to forty-eight 
hours. Treatment is to remove the agent 
as rapidly as possible; ice bath to reduce 
the fever; oxygen, saline, and thiouracil 
intravenously to reduce the metabolic rate. 

ORGANIC PHOSPHATES 

Of exceptional importance are the or- 
ganic phosphate insecticides, malathion, 
parathion, tetraethyl-pyrophosphate, deme- 
ton, etc. These compounds are powerful 
cholinesterase inhibitors. The oral, res- 
piratory, or intact skin may be the route 
of exposure. In children the symptoms 
may be manifest by a deep coma without 
other preceding symptoms. Adults and 
some children exhibit lacrimation, saliva- 
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tion, nausea, diplopia, respiratory distress 
and failure, decreased blood pressure, 
muscular tremors, convulsions, and paraly- 
The treatment is large doses of atro- 
pine sulfate 1 to 2 mgm. per hour intra- 
venously. Give this as often as necessary 
to control symptoms. Ee vigorous. Small 
doses of magnesium are helpful. A de- 


sis. 


pression of blood cholinesterase activity 
may be demonstrated by appropriate lab- 
oratory tests. 


SALICYLATES 

Salicylism is seen oftener than is thought 
by most physicians. The acute phase of 
poisoning is usually seen in children ex- 
cept for an occasional attempted suicide. 
Ringing in the ears, deafness, confusion, 
dim vision, perspiration, hematuria and 
purpura, rarely bullous, may be seen. The 
whole syndrome may resemble delirium 
tremens. The most alarming symptom is 
marked unremitting acidosis with dyspnea. 
This is the effect which kills the patient. 
Therapy is gavage, with instillation of 
magnesium sulfate. But most important 
is very careful regard to the acid-base 
balance. A little talked about chronic 
state of salicylism exists. This is mani- 
fested by diarrhea, depression, anorexia, 
renal irritation, and dermatitis. The latter 
may be desquamative, eczematoid, or ery- 
thematous. The treatment is drug remov- 
al and symptomatic. 

POISON INFORMATION BUREAT 

To aid in these problems the Office of 
the Coroner of Orleans Parish maintains 
a Poison Information Bureau. This Bu- 
reau is for physicians only and only in- 
formation is offered; treatment is not giv- 
en. We offer to share our experiences 
with you and the resources of our library 
on toxicology. In return we ask of you 
to answer a follow-up letter which will be 
mailed to your office in about three weeks. 
This is to ascertain the effect of therapy. 
We do not contact the patient, we only 
contact the physician. We do not disturb 
the physician-patient relationship. This 
service may be obtained by calling New 
Orleans, GAlvez 6100 or GAlvez 2863 


any time day or night. If we do not have 


the answer immediately we will look it 

up and call or wire you. 

The physician may at anytime see a 
case of poisoning. The agents which we 
have discussed are ubiquitous. Awareness 
is the keystone to proper management. 
This paper is not intended to be a com- 
plete discussion of all poisons, but rather 
includes a selected group. 

A short list of general references is 
given below. Data concerning individual 
toxic substances is widely scattered in 
textbooks and the dynamic literature. The 
references given here are perhaps the 
more useful and available of all general 
sources concerning poisons. 

ANNOTED BIBLIOGRAPHY OF VALUE IN 
REFERENCE TO POISONING 

A. Textbooks and articles dealing specific- 

ally with poisons, poisoning: 

1. Common Household Poisons and Their Anti- 
dotes, Connecticut Health Bulletin 69: No. 
7, 1955. 

An approach to poisons by their com- 
mon trade names and the commercial prep- 
arations in which they are found. Unfor- 
tunately, this compilation is not available 
in many libraries. However, copies may 
still be available from the Connecticut 
State Department of Health. 

72. Kaye, S.: Handbook of Emergency To.xicolo- 
gy. pp. 303, 1954, Charles C Thomas. 

A valuable feature is the fairly exten- 
sive tables of commercial sources of poi- 
sons, and poisons generally found in the 
household. Many trade names are listed 
here. The majority of the monograph is 
given over to an alphabetical listing of 
poisons, symptoms of poisoning, treat- 
ment, and qualitative determination. 

73. Lueas, G. H. W.: The Symptoms and Treat- 
ment of Acute Poisoning. pp. 308, 1953, 
MacMillan. 

An extremely practical small book out- 

lining the diagnosis and treatment of many 

types of poisoning. A pocket sized book 
well adapted to be carried in the car or 
bag. 

44. Thienes, C. H. and Haley, T. J.: Clinical 
Toxicology, pp. 457, 1955, Lea and Febiger. 

More than half of this book is devoted 
to poisoning, treatment, and diagnosis. 
The remainder is devoted to the chemical 
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(toxicological) diagnosis of poisoning. An 
encyclopedic type of presentation, well 
written, and easy to read. 


*+5. Von Oettingen, W. 
1952, Hoeber. 

As stated in the subtitle, this book is a 
guide to clinical diagnosis and treatment. 
A unique feature is the first near-half of 
the book which deals with the structural 
and functional pathology and biochemical 
changes ‘in poisoning management and 
other general phases of poisoning. The 
remainder of the book deals with symp- 
toms and treatment of various types of 
poisoning. Extremely valuable is the large 
number of references given concerning in- 
dividual toxic agents. 


F.: Poisoning, pp. 524, 


B. Allied books and publications of great 
use in the treatment, diagnosis, and 
therapy of poisoning, and general un- 
derstanding of poisons: 


“+1. Glaister, J.: Medical Jurisprudence, and Tow- 
icology. pp. 755 Ed. 9, Williams and Wil- 
kins, 1950. 

Approximately one-third of this excel- 
lent textbook comprised an encyclopedic 
coverage of the symptoms and treatment 
of various types of poisonings. 

*+2. Gonzales, T. A., Vance, M., Helpern, M., and 
Umberger, C. J.: Legal Medicine. Patholo- 
gy and Toxicology. Ed. 2. pp. 1349. Apple- 
ton-Century-Crofts, Inc. 1954. 

Approximately half of this large volume 
deals with toxicology, with excellent data 
en toxicological analysis, and also much 
about diagnosis and treatment of poison- 
ing. 

‘+3. Goodman, L. S., and Gilman, A. The Phar- 
macological Basis of Therapeutics. Ed. 2. 
pp. 1831, The MacMillan Company, 1955. 

A classic among pharmacology text- 
books. Much data available here in regard 
to poisonings, side effects of drugs, and a 
wealth of material by which basic mech- 
anisms of drug action and poisonings can 
be determined. 
+4. Smith, S., and Fiddes, F. S. Forensie Medi- 

cine. 1955, pp. 644, Ed. 10. Little, Brown 
and Co. 


The last third of this textbook of Legal 
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Medicine covers toxicology and various 


types of poisonings. 


* Available at Library, Louisiana State Uni- 
versity, School of Medicine, New Orleans 12, La. 
+ Available at Library, Louisiana State Medical 
Society, 1430 Tulane Ave., New Orleans 12, La. 
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ANTICOAGULANT THERAPY IN 
CORONARY ARTERY 
INSUFFICIENCY’* 

GEORGE M. ANDERSON, M. D. 

LAKE CHARLES 
Acute myocardial infarction does not 
often occur without warning. Most in- 
dividuals give a history of fairly typical 
angina for days or weeks before the actual 
infarction occurs. If angina becomes in- 
creasingly severe and there is a rapidly 
decreasing effort tolerance then myocar- 
dial infarction is imminent. It is in the 
preinfarction stage that anticoagulants 
may be efficacious. ; 
The precursor of myocardial infarction 
is coronary artery insufficiency (or an- 
gina). Atheromatosis leading to arterio- 
sclerosis with narrowing or complete ob- 
struction is the most prevalent lesion ac- 
counting for approximately 90 per cent 
of patients complaining of cardiac pain. 
Increasing cardiac pain parallels further 
narrowing of coronary vessels. Therefore, 
everything possible must be done to avert 
the final complete occlusion of myocardial 
infarction, It is the purpose of this paper 
to present 25 cases who did not respond 
to the usual treatment but who showed 
marked improvement on _ anticoagulant 
therapy, perhaps tiding them over a phase 
of diminished blood flow to the myocar- 
dium and giving them opportunity to de- 

velop adequate collateral circulation. 

A diagnosis of coronary artery insuffi- 
ciency is made from the electrocardiogram 
and a clinical history of precordial pain 
or discomfort of short duration frequent- 
ly radiating to the shoulder and arms and 
usually precipitated by exertion or emo- 
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ing of the Louisiana State Medical Society, Alex- 
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tion. In the early stages an electrocardio- 
gram may or may not show coronary ar- 
tery insufficiency, even after exercise tol- 
erance test. Often the diagnosis is more 
clinical than instrumental. 

The established treatment consists of 
using every means of increasing blood 
flow to the myocardium. This is done by: 
(1) Diminishing the demands of the myo- 
cardium for blood by curtailing physical 
activities and by weight reduction. (2) In- 
‘creasing blood flow to the heart muscle by 
preventing vasoconstriction caused by to- 
bacco, cold, and emotional upsets, and by 
administering vasodilator drugs, such as 
papaverine, peritrate, and nitroglycerin. 
Upon this regimen many patients improve 
and angina disappears. A few have a re- 
turn to normal of an ischemic tracing 
(Case 1). Those patients who show no clini- 
cal improvement or whose symptoms in- 
crease in severity are advised to enter the 
hospital for five to ten days to initiate am- 
bulatory anticoagulant therapy. 

Treatment consisted of papaverine, peri- 
trate, nitroglycerin, demerol, heparin and 
dicumarol. Aqueous heparin, 30 to 50 mgs. 
was given intramuscularly every four 
hours. The Lee White clotting time was 
maintained between thirty to sixty min- 
utes until sufficient dicumarol lowered the 
prothrombin activity to 10 to 30 per cent 
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Figure 1-A 





of normal. On this regimen the patient im- 
proved sufficiently to be discharged in 
five to ten days on ambulatory dicumarol 
therapy. The prothrombin activity was 
maintained for six to eight weeks at 30 
per cent of normal by weekly determina- 
tions. 
CASE REPORTS 

Case No. 1.—G. D., age 49, business executive 
was first seen November 23, 1951. He stated that 
eight days previously he had experienced sub- 
sternal burning while playing golf and had a 
return of symptoms six days and two days pre- 
viously. A complete physical examination was 
normal. Electrocardiogram at that time (Fig- 
ure 1-A) revealed an inversion of T 1, V 2, 3, 4, 
5. His activities were restricted and coronary 
artery dilators prescribed. A repeat electrocar- 
diogram December 10, 1951, revealed essentially 
the same findings except T 1 was now upright 
and TV 5 was upright. Electrocardiogram on 
January 30, 1952 (Figure 1-B) and November 11, 
1954, revealed upright T waves in all leads. This 
patient did not receive anticoagulants and he has 
been asymptomatic since therapy was started. He 
has resumed full activity. 


Case No. 2.—R. R., 63 year old white male, 
retired rice farmer was first seen September 18, 
1952. He was a known hypertensive for many 
years and eight days before had an onset of 
congestive heart failure which responded to digi- 
talization and salt restriction. His cardiogram at 
that time revealed a bundle branch block and 
auricular fibrillation. He was maintained on this 
regimen plus weekly mercurial diuretics and was 
comfortable with moderate limitation of his ac- 
tivities. He was seen at intervals of four or five 
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months for examination and in October 1955 he 
began to experience angina on walking one or 
two blocks or visiting with his friends. He was 
given coronary dilators without relief and re- 
stricted his activities to remaining in his room 
because the slightest effort of even talking re- 
sulted in angina. 

On December 13, 1955, he was hospitalized for 
eight days to begin anticoagulant therapy. Pre- 
vious to admission he was averaging four in- 
jections of morphine weekly and approximately 
twenty to thirty nitroglycerin tablets a week. 
After two weeks of anticoagulant therapy he was 
able to visit with his friends and to walk around 
his house, and take rides. He averaged two nitro- 
glycerin tablets a week and one injection of mor- 
phine a month. He has remained on anticoagu- 
lant therapy although it necessitates his driving 
twenty-five miles once a week to have his pro- 


¥ 


a ee ee eee Vi 


Li a Vi 


Lew Ani Yo. ! Vs 


naar Tn 7 


- 


Ls ALLA vs ~—~—— -~ Ve! 


Figure 3-A 


A 
eciee. apes we a IN, ater 






thrombin time test performed. (Figure 2). 

Case No. 3.—W. C., age 64, white male, phar- 
macist, normotensive. This patient was first seen 
on May 11, 1953. He gave a history of onset of 
substernal pain five days previously. This pain 
had a gradual onset and was located in the sub- 
sternal region and was brought on by exercise. 
Electrocardiogram at that time (Figure 3-A) 
showed T 1, TV 2 inverted, and RST 3 segment 
elevated which was interpreted as evidence of 
myocardial ischemia and a diagnosis of coronary 
artery insufficiency was made. He was placed 
on peritrate and nitroglycerin and advised to dis- 
continue tobacco and to remain at home but not 
at bed rest. On May 15, 1953, he was admitted 
to the hospital because of a recurrence of severe 
anterior chest pain. Electrocardiogram at that 
time (Figure 3-B) showed an inversion of T 1, 
V 2, 3, 4, 5. He was placed on anticoagulant ther- 
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apy but not confined strictly to bed rest but al- 
lowed and encouraged to move about his room. 
Electrocardiogram May 18, 1953, (Figure 3-C) 
revealed T wave improvement. He had no fur- 
ther pain and was discharged from the hospital 
on May 21, 1953, anticoagulant therapy being 
continued as an out-patient until July 8, 1953, 
at which time it was discontinued. Subsequent 
electrocardiograms on September 4, 1953, and 
February 3, 1955, (Figure 3-D) were interpreted 
as normal. 

Case No. 4—A. S., 37 year old white male, was 
admitted to the hospital on December 30, 1953. 
-Six months before admission he had experienced 
substernal pain on several occasions which was 
brought on by activity. He had no further diffi- 
culty until the week before admission when he 
noted an onset of substernal pain on walking or 









Figure 4-A 
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riding his bicycle at work. On each occasion he 
obtained relief with rest. On the night of ad- 
mission he attempted to stomp a mouse and 
chased the mouse around the room when he ex- 
perienced a gradual onset of severe chest pain, 
sweating, and radiation of the substernal pain 
into his left arm. This pain had a duration of 
fifteen minutes and subsided without medication. 
When seen in the hospital his blood pressure, 
physical examination, and electrocardiogram (De- 
cember 31, 1953, Figure 4-A) were entirely nor- 
mal. Electrocardiogram after exercise January 1, 
1954, (Figure 4-B) produced an inversion of 
T 1, V 2, 3, 4, 5, 6. He was placed on anti- 
coagulant therapy and remained ambulatory to 
have a_ gastrointestinal work-up which was 
entirely normal. He was discharged from the 
hospital on January 11, 1954 and he experienced 
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no further chest pain. He was maintained on 
ambulatory out-patient dicumarol therapy until 
February 2, 1954 when it was discontinued. Elec- 
trocardiogram February 2, 1954, (Figure 4-C) 
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Figure 4-C 


was unchanged in comparison with the tracing of 
December 30, 1953. Subsequent’ electrocardio- 
grams and exercise cardiograms every six months 
have failed to reveal coronary artery insufficien- 
cy and he has not experienced any further an- 
gina. 

Case No. 5.—Mrs. J. W. McF., age 71, white 
female, housewife, was a mild hypertensive for a 
number of years but with no complaints until 
the first week of November 1951, when she began 
to have substernal pain occuring with effort. 
Electrocardiogram, on November 14, 1951, (Fig- 
ure 5-A) was interpreted as normal and a repeat 
electrocardiogram with exercise, on November 26, 
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1951, (Figure 5-B) was essentially unchanged. 
She was given: vasodilators in spite of the nega- 
tive electrocardiograms, and on December 12, 
1951, (Figure 5-C) admitted to the hospital be- 
cause of an increase in severity of pain. Electro- 
cardiogram on admission at this time showed an 
inversion of TV 1, 2, 3, 4. She was placed on 
anticoagulant therapy but continued to have re- 
current substernal pain. She was discharged Jan- 
uary 4, 1952, and has had no further episodes of 
angina. Electrocardiograms on January 4, 1954, 
(Figure 5-D) and December 6, 1955, as part of 
her routine annual physical, showed no evidence 
of myocardial ischemia. 


Case No. 6.—G. O., 45 year old white male, 
automobile dealer, had a normal routine electro- 
cardiogram December 14, 1948, and April 29, 
1954. On July 9, 1954, he experienced a gradual 
onset of substernal pain which occurred after 
walking three blocks and that evening at rest 
he had a recurrence of his substernal pain. Elec- 
trocardiogram July 10, 1954 (Figure 6-A) pre- 
sented no changes from his previous tracings and 
an exercise electrocardiogram was unchanged. He 
was treated with vasodilators and restricted to 
his home because of the typical anginal history. 
On July 14, 1954, he was admitted to the hospital 
because the angina was becoming more frequent. 
although he had had a marked restriction in 
his activities. Electrocardiogram upon admission 
(Figure 6-B) revealed T 1, TV 1, 2, 3, 4, 5, 6 to 
be inverted. He was placed on anticoagulants. 
Electrocardiogram July 24, 1954, showed slight 
T wave improvement, and on July 30, 1954, (Fig- 
ure 6-C) showed further improvement. During 
this time his angina had stopped. Electrocardio- 
gram August 14, 1954, showed further improve- 
ment. His last electrocardiogram was April 2, 
1956 (Figure 6-D) which was interpreted as nor- 
mal. He has had no recurrence of his angina. 
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Case No. 7.—W. L., white male, age 41, opera- 
tor at plant was first seen on December 19, 1955. 
He had been in good health until two weeks pre- 
‘viously when he experienced substernal burning 
pain which radiated into both arms lasting ap- 
proximately five minutes. This occurred after 
running approximately three blocks. The follow- 
ing day he noted a return of pain after doing 
his chores but the severity was much less than 
the day before. On December 14, 1955, he noted 
substernal pain with radiation into the left arm 
after hurriedly walking 400 yards. 

The only positive finding on physical examina- 


tion was a blood pressure of 150/90, physical 


Figure 5 


Figure 6-A 


examination was negative. His resting electrocar- 
dicgram was normal. Exercise electrocardiogram 
revealed T-wave changes in V 3, 4, 5, 6. He was 
advised to restrict his activities, discontinue to- 
bacco, and given coronary dilator drugs. On De- 
cember 19, 1955, he had a return of severe chest 
pain which persisted for one hour, and was ad- 
mitted to the hospital. Resting electrocardiogram 
(Figure 7-A) at that time showed no change in 
the previous tracing. Electrocardiograms on De- 
cember 22, 1955, and December 28, 1955, were 
normal. He remained ambulatory and was placed 
on anticcagulant therapy. His prothrombin time 
on December 28, 1955, was 25 per cent of normal; 
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December 29, 1955, was 40 per cent of normal; 
December 30, 1955, was 35 per cent of normal; 
December 31, 1955, was 45 per cent of normal. He 
was discharged on ambulatory anticoagulant ther- 
apy and on January 1, 1956, he was readmitted 
to the hospital because of severe anterior chest 
pain which persisted for four to five hours. Elec- 
trocardiogram on January 3, 1956, (Figure 7-B) 
revealed acute anterior myocardial infarction. 
DISCUSSION 

Twenty-five cases that did not improve 

on the established therapy for coronary 


artery insufficiency were given anticoagu- 
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Figure 7-B 
lants. Twenty-four cases treated with an- 
ticoagulants made definite clinical im- 
provement; one developed myocardial in- 
farction. Ten had the electrocardiogram 
return to normal. In these cases vasodi- 
lators failed to improve the blood flow 
to the myocardium sufficiently to relieve 
angina. It was only after anticoagulants 


were given that clinical improvement was 
noted. Apparently, the blood flow had 
definitely been increased by the addition 
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of anticoagulants. That blood flow can 
be increased in a diseased blood vessel by 
anticoagulant therapy has been shown by 
the excellent results obtained in the treat- 
ment of basilar artery thrombosis and in- 
ternal carotid artery insufficiency.': * 

Nichol * reported good results of ther- 
apy in 177 patients with coronary insuffi- 
ciency treated with anticoagulants but ap- 
parently he began anticoagulants immedi- 
ately without a trial of the usual vasodi- 
lator therapy. Engelberg * reported heparin 
therapy in 19 patients with good results. 

SUMMARY 

1. Twenty-four cases of coronary ar- 
tery insufficiency that failed to respond 
to the usual therapy of vasodilators and 
restriction of activity were treated with 
anticoagulants with good results. 

2. One case developed myocardial 
farction. He recovered. 

3. Anticoagulant therapy is  recom- 
mended in the treatment of coronary ar- 
tery insufficiency. 

Note: I wish to thank Dr. W. A. K. 
Seale, Dr. Robert Howell, Dr. James 
Hodge, Dr. Loree Young, and Dr. Lucas 
Digiglia for the use of their cases. 
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SOME COMMON SKIN DISEASES 
OF INFANCY 
J. DUDLEY YOUMAN, JR., M.D. 
SHREVEPORT 
Dermatitis, or eczema, one of the 
commonest diseases occurring in infancy. 
Because of its frequency, and its severity 





is 


* Presented at the Seventy-sixth Annual Meet- 
ing of the Louisiana State Medical Society, Alex- 
andria, La., April 24, 1956. 


Skin Diseases of Infancy 


at times, it becomes an important entity, 
not only to the specialist but also to the 
general practitioner, who sees and. treats 
80 per cent of these infants. 


About 75 per cent of the dermatoses 
seen in infancy are atopic in nature. 
Seborrheic dermatitis causes about 15 per 
cent of the cases, and the rest are due to 
secondarily infected eczemas, infectious ec- 
zematoid dermatitis, fungus infections, 
diaper rash, contact dermatitis and num- 
mular eczema. 

INFECTIONS 

Of infections, impetigo is seen infre- 
quently. Impetigo, of course, responds 
readily to the antibiotic ointments such as 
Bacitracin or Neomycin, if the crusts are 
removed and the ointment applied to the 
raw area. The secondary infection of ec- 
zema responds to the same medication. 
When the infection is controlled the pri- 
mary eczema will need treatment. In in- 
fectious eczematoid dermatitis, treatment 
consists in a combination of the antibiotic 


ointments plus drugs used in the ecze- 
matous dermatoses as mentioned later un- 


der atopic dermatitis. Here, there is not 
only infection but also a bacterial sensi- 
tization of the skin which accounts for the 
eczematous reaction and the much slower 
response to treatment. 

Sulfa and penicillin ointments should 
not be used in skin infections because of 
a very real danger of a reaction of sensi- 
tization to these drugs, which can be much 
worse than the original disease. 

Antibiotics by needle and by mouth are 
used in extensive involvement or where 
fever occurs, as nephritis has been re- 
ported from these infections even in some 
cases when the infections seemed rela- 
tively insignificant. 

Of the fungus infections, that due to 
yeast or Monilia albicans is of most fre- 
quent occurrence. Ringworm is_ seen 
rather infrequently at this age. Monilial 
dermatitis often begins in the anal or 
intertriginous areas and appears as a 
bright red, sharply outlined lesion with 
slight scaling particularly at the border. 
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Satellite lesions are frequently seen near- 
by. 

Treatment consists in keeping the baby 
in dry diapers at all times with strict 
cleanliness in this area. An effective lo- 
tion recently suggested is; Mycostatin 3 
tablets, bismuth subgallate, bismuth sub- 
carbonate of each 15 gm., glycerine 10 cc., 
aqua dest. qs 60 cc. This may be applied 
several times daily. This lotion must be 
kept refrigerated and new lotion made up 
every few days as the mycostatin deteri- 
orates rapidly. One may also use 1 per 
cent gentian violet solution powdered with 
tale, or Vioform cream. 

SEBORRHEIC DERMATITIS 

The commonest variety of seborrheic 
dermatitis begins as cradle cap with su- 
perficial scaly lesions on the cheeks. The 
scale of seborrheic dermatitis has a dirty 
gray yellowish greasy appearance. The 
intertriginous areas and umbilicus may 
become involved with an oozing eczema- 
toid dermatitis. Erythematous yellowish 
scaly patches may occur on the trunk and 
extremities. They may coalesce to cover 
extensive areas. 


The dry scaling scalp lesions usually re- 
spond to an ointment containing 2 per 
cent salicylic acid, 2 per cent sulfur and 
10 per cent olive oil in petrolatum, applied 
several times daily along with daily sham- 
poo. The scaly lesions of the body may be 
treated with a similar preparation with- 
out the olive oil, Vioform cream or 3 to 5 
per cent crude coal tar in zine oxide paste. 


If the hair is matted down by a thick 
yellowish greasy scale, covering a _ red 
oozing skin, compresses of diluted (1:15) 
Burow’s solution should be used to remove 
this. The hair is then cut short. An anti- 
biotic ointment (Bacitracin, Neomycin) 
may be used for a few days until the acute 
inflammation subsides and then the mild 
sulfur and salicylic acid salve will usually 
prove beneficial. 


The intertriginous lesions are treated 
with drying lotions such as Calamine or 
1 per cent aqueous gentian violet liberally 
powdered with tale. Vioform cream or a 
5 per cent solution of coal tar in zinc 
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oxide paste used along with the above 
preparations often helps; however, oint- 
ments in these areas are not always well 
tolerated. 

Whenever one uses sulfur, salicylic acid, 
the tars, ammoniated mercury, etc., one 
must constantly be on the alert for intoler- 
ance or contact allergy from their use. 
Any dermatitis that becomes worse or 
irritated following any application should 
have this preparation immediately discon- 
tinued until the reason for the flare-up 
can be explained. 

Soybean foods, Nutramigen, Meat Base 
Formula, or other elimination diets do not 
help seborrheic dermatitis. A reduction 
of fat is recommended by some, as sebor- 
rheic dermatitis is often seen in fat babies. 

INFANTILE ECZEMA 

Infantile eczema or atopic dermatitis of 
infancy frequently begins at about three 
months of age, or later. 

The acute phase of atopic dermatitis at 
this age usually begins on the cheeks as 
an erythematous papular or papulovesicu- 
lar symmetrical dermatitis. This often 
shows oozing and crusting from excori- 
ation. It often spreads to involve the face 
and scalp, and further involvement mani- 
fests itself as sharply outlined patches of 
dermatitis of the extremities and trunk. 

When the disease becomes subacute or 
chronic the skin lesions become dry, with 
scaling and excoriations from the often 
intractable itching. 

If very severe, the entire body can be- 
come involved with an erythroderma and 
the child appears as a red, scaling dry 
or oozing, excoriated, generally miserable, 
irritable, scratching and rubbing little 
creature. Their feet and hands are usu- 
ally blue.t These infants are very sick 
and because of the marked constant itch- 
ing and irritability, they sleep poorly, their 
nutrition is poor, diarrhea is common, and 
glandular enlargement is usually present. 
This form of the disease is quite chronic, 
responds poorly to any form of treatment, 
except possibly the steroids. There is usu- 
ally clearing after many difficult months. 

The lichenified excoriated scaling der- 
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matitis seen in the cubital and popliteal 
spaces as well as on the face and neck, 
is the typical lesion of atopic dermatitis 
_of childhood and is only rarely seen in 
infancy. 

About half of these infants recover 
completely spontaneously by the time they 
are two years old. The other 50 per cent 
may recover from their infantile eczema 
but develop atopic dermatitis, asthma, 
hayfever, or any combination of these 
- later in life, often beginning in childhood. 

The course of infantile eczema shows 
remissions and flares, often for no ap- 
parent reason. Teething, a cold, upset 
stomach, changes in temperature and 
weather, etc., will often cause a controlled 
dermatitis to flare. 


In getting the history one frequently 
finds allergies in the family; occasionally 
the mother knows of a definite food in- 
tolerance, and often one finds frequent 
changes in formula since birth because of 
excessive colic, gas and spitting up. A 


blood eosinophilia is often present. 


In its differentiation from seborrheic 
dermatitis atopic dermatitis usually begins 
on the cheeks and spreads to the scalp. 
Atopic dermatitis does not show the 
greasy yellow scales, although this is not 
always found in all seborrheic dermatitis. 
Seborrheic dermatitis usually begins be- 
fore four months of age, atopic dermatitis 
after three months of age. Pruritis is 
usually mild in seborrheic dermatitis and 
severe in atopic dermatitis. Most sebor- 
rheic dermatitis responds readily to local 
therapy whereas this is not true for atopic 
eczema. In seborrheic dermatitis there is 
no eosinophilia, the allergy skin tests are 
negative and there is no family history of 
allergies. 

To determine if foods are causing 
trouble some advise food skin tests. How- 
ever, in this age group all foods can be 
eliminated and the child placed on a single 
food elimination diet such as a soybean 
milk (Mul-Soy, Sobee), Nutramigen or 
Meat Base Formula (Gerber), and water. 
If foods are causing the eczema, in my 
experience, itching is much relieved in 
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four or five days, although there is little 
change in the dermatitis. By ten days or 
two weeks the dermatitis has shown con- 
siderable improvement. If this has oc- 
curred single foods are added to the diet 
every three days until the child’s diet is 
built up. Vitamins are added in the same 
manner as a new food would be. 


If there is still some question about 
foods, the baby is put back on full diet 
for a week or so, and if a soy bean prod- 
uct was used during the first trial, he is 
placed on Nutramigen or Meat Base For- 
mula and water. If no improvement oc- 
curs within ten days or two weeks, fur- 
ther food manipulation is stopped. It is 
not necessary to keep a baby or child on 
a greatly restricted diet for weeks or 
months in the hope that improvement will 
occur. The improvement that I have seen 
from food elimination has been relatively 
prompt. Further, the child’s nutrition must 
always be of primary concern regardless of 
the eczema. This is particularly true in 
atopic erythroderma where food elimina- 
tion has been of little value and may be 
dangerous. These children need a high 
protein diet, and all of it you can get 
them to take. 


One of the drawbacks to the soy bean 
preparations is that they cause diarrhea, 
which may be very troublesome. In the 
very young, particularly if the condition 
of the infant is not too good, and where 
a diarrhea may prove dangerous it is 
better to use Nutramigen' than the soy 
milk. The new powdered or liquid Mul- 
Soy and the new liquid Sobee are said to 
cause less trouble in this respect than the 
old products did. 

In this way, one can rather rapidly find 
which foods, if any, are causing trouble. 
Egg, wheat, tomato, and orange are the 
most frequent offenders, next to cow’s 
milk which, by far, causes the most 
trouble, although any food eaten can be an 
offender. Egg, at times, can be such a po- 
tent allergen that it causes anaphylactic 
shock-like symptoms and therefore egg in- 
troduction into the diet should be postponed 
for months. Cazort? told me of cases of 
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his that were so sensitive to egg that egg 
could not be kept in the house without 
causing an exacerbation of the eczema. 


At the same time as the elimination 
diet is started, inhalant elimination is al- 
so begun. Instructions are given for the 
preparation of a dust free, bare room. 
Feathers, wool, silk, kapok, orris root, and 
animal danders are also eliminated, from 
the babies’ room. This is not a simple 
matter after the baby begins to crawl and 
walk about the house. 


If improvement is not forthcoming the 
important inhalant, mold and pollen skin 
tests are done. These tests are further 
indicated if symptoms have a seasonal in- 
cidence that fits a pollen or if a flare 
occurs in the fall, winter and spring when 
house dust,® feathers, wool, etc., are more 
prone to cause trouble. 


If one gets a skin reaction to an inhal- 
ant it should be eliminated. If the reac- 


tion is to house dust, pollens or molds, 
desensitization may be tried. The dosage 


must be kept very small, for if these aller- 
gens are causing trouble even moderate 
doses will cause a flare. Inhalant elimina- 
tion and hyposensitization treatment helps 
some, although it certainly does not help 
all in whom positive tests are found. In- 
halants are usually of little significance 
before six months of age, but become more 
important as the child ages. 

There are too many babies in whom no 
food, no inhalant, no pollen, no contact- 
ant, or anything else can be shown to 
cause the dermatitis. In these, no amount 
of dieting or other eliminations or desensi- 
tization will help. One must depend on 
local therapy and, in addition, the steroids 
in the very severe. 

Local topical management is certainly 
the main prop in the treatment of many 
cases of atopic dermatitis,* and if dili- 
gently applied much good can be done 
with it. 

In the acute erythematous oozing forms, 
wet compresses of normal saline or Bur- 
ow’s solution should be applied frequently. 
If infection is also present potassium per- 
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manganate 1:10,000 to 1:20,000 may be 
used. 

When oozing is controlled Lassar’s Paste 
may be applied which is soothing and ab- 
sorbs some of the residual exudate. Simple 
shake lotions and pastes containing 3 to 
10 per cent solution of coal tar are often 
useful. j 


For less inflamed forms 1 to 10 per cent 
crude coal tar is incorporated into zinc 
oxide paste and applied several times 
daily. The ointment may be covered with 
cotton cloth and this covered by an elastic 
bandage which keeps the dressing in place 
and reduces rubbing and scratching. Hy- 
drocortisone ointment is very effective in 
some cases, relieving the itching in twen- 
ty-four hours and causing rather rapid 
improvement in the dermatitis. Of course, 
expense is a limiting factor in its use over 
large areas. 

When there is some infection present 
the use of Bacitracin or Neomycin oint- 
ment alone or with the above preparation 
is quite helpful. 

For cleansing, the excess ointment can 
be removed gently with olive oil and cot- 
ton. The baby may be bathed in corn- 
starch or Aveeno and water, 
soap or detergent. 


Cardboard cuffs and other forms of re- 
straint may be needed to minimize trauma 
from rubbing and scratching. 

For sedation elixir phenobarbital, 14 to 
1 teaspoonful, every four to six hours may 
be tried. The antihistamines may also be 
tried. They usually help very little unless 
by sedation. 

ACTH and the cortisones are helpful in 
the treatment of infantile atopic derma- 
titis. These drugs should be used only in 
severe dermatitis which has defied all 
previous treatment. 


using no 


Of the cortisones, Prednisone is being 
used more and more because of fewer side 
reactions. The starting dose in infants is 
15 to 20 mg. daily. Much improvement 
will occur in about a week at which time 
the dose is reduced in 214 mg. increments 
until the maintenance dose is determined. 
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If larger doses are needed the cortisones 
should not be used. 

Short ° courses lasting four to six weeks 
followed by a rest period of four to six 
weeks have often given gratifying relief, 
with fewer side reactions. 

There are indications that constant ster- 
oid therapy slows longitudinal growth in 
infants. Apparently cessation of therapy 
results in restoration of growth rate. 
Whether ultimate height is affected is yet 
to be determined.® 

Rounding of the face (Cushingoid fa- 
cies) in varying degrees is frequently 
seen. Infections must be closely watched 
for and adequately treated promptly. If 
surgery is necessary, proper protective ad- 
justment of steroid dosage must be made. 

Infants with atopic dermatitis should 
not be exposed to herpes simplex or to re- 
cently vaccinated persons as eczema her- 
peticum or eczema vaccinatum may occur. 
Both of these diseases are serious and 
carry a high mortality. The siblings of 
such infants should not be vaccinated for 
smallpox if they are to remain in the 
same house. The atopic infant should not 
be vaccinated for smallpox until his skin 
has been clear at least one year.® 

This does not hold for tetanus, diph- 
theria and pertussis immunizations.! They 
may be given at any time. 

I will end by quoting the first two sen- 
tences of the preface of Hill’s book on in- 
fantile eczema:! 

“T have seen a large number of infants and 
children with eczema, and have made it my 
serious business for a good many years to 
learn as much as I could about it. In spite 
of this my understanding of this disorder is 
not good, and the older I grow, the more 
acutely I realize my ignorance.” 

I belive this is the ultimate experience 
of most of us who treat much infantile 
eczema. 

CONCLUSIONS 

1. Dermatitis or eczema is common in 
infancy. 

2. Atopic dermatitis causes 75 per cent 
and seborrheic dermatitis causes 15 per 
cent of the rashes seen at this age. The 
rest of the common skin diseases are due 
to secondarily infected eczema, infectious 


Some Common Skin Diseases of Infancy 


eczematoid dermatitis, fungus infections, 
diaper rash, contact dermatitis and num- 
mular eczema. 


3. Local therapy alone is used in sebor- 
rheic dermatitis. Elimination diets, the 
soy foods, Nutramigen and Meat Base 
Formula are of no value here. 


4. Some cases of infantile atopic der- 
matitis are due to foods, inhalants or con- 
tactants. A single food elimination diet 
for ten days to two weeks is suggested to 
determine food allergy. If this along with 
elimination of common inhalants is not 
effective, skin tests for important inhal- 
ants, pollens, and molds are done and 
treatment instituted according to the re- 
sults of these tests. Some, but not all, 
showing positive inhalant skin tests are 
helped by such treatment. 


5. There are many infants in whom no 
food, no inhalant, no pollen, no contactant 
or anything else can be shown to cause 
the dermatitis. In these, no amount of 
dieting or other elimination or desensitiza- 
tion will help. One must depend upon 
local therapy and in addition, for the very 
severe dermatitis, ACTH and the corti- 
sones. 


6. ACTH and the cortisones should be 
used only in severe atopic dermatitis 
which has defied all previous treatment. 
It is better to give it in short courses 
rather than continuously for long periods. 
These patients must be kept under obser- 
vation and must be watched for side re- 
actions to these drugs. These drugs are 
relatively new, all is not known about 
their long term effects, therefore one 
should use good judgment in their appli- 


cation. 
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THE NATIONAL CAMPAIGN TO 
IMMUNIZE AGAINST 
POLIOMYELITIS 

Organized medicine, which is the Amer- 
ican Medical Association and its constitu- 
ent societies, is about to start a national 
campaign to immunize the population up 
to the age of 40 against poliomyelitis. This 
is a noble undertaking and worthy of the 
highest traditions of our profession and 
its aims in preventive medicine. 

The experience nationwide in the last 
three summers has supplied facts suf- 
ficient for sound reasoning. The Salk 





vaccine is 75 per cent, or more, effective 
in preventing paralytic polio. In available 
records there are only 3 cases of polio 
deaths among children with three injec- 
tions of the vaccine which have been re- 
ported to the Poliomyelitis Surveillance 
Unit. Consideration of the facts available 
in these three cases leaves the diagnosis 
in doubt. 

The vaccine used in 1956 was safe. It 
is available in sufficient amount to im- 
munize our susceptible population. The 
total incidence of polio nationally, in 1956, 
was 15,000 cases as compared to over 
29,000, in 1955. This improvement is 
interpreted as the effect of the vaccine. 
Estimates indicate that only about 45 
million individuals have received one or 
more injections. Relatively few have re- 
ceived the recommended three injections. 
This is less than half of the 108 million 
susceptibles estimated to be in the age 
group 0 to 39 in the continental United 
States. The prosecution of immunizatior 
by the physicians of the nation and the 
acceptance by the public is thus shown 
not to have been adequate. In addition, 
the purchases of the vaccine have gone 
progressively down in each of the last 
six months of 1956. Of the vaccinated 
individuals, probably less than 5 million 
are in the age group 20 to 39 years. The 
incidence of poliomyelitis among young 
parents in this age group is high and the 
degree of paralysis is severe, often with 
tragic socio-economic consequences. 

Dr. Salk has stated it would appear 
that responsibility for the problem of 
eliminating paralytic poliomyelitis rests 
with each individual for whom there is a 
need for vaccine either for himself or for 
those for whom he is responsible, and 
“there need be little, if any, paralytic 
poliomyelitis in the United States in 1957, 
if all who are potentially susceptible are 
treated with vaccine that is now avail- 
able.” 

The experience in Louisiana in the past 
year is one which should give grave con- 
cern to the physicians and to the public. 
Elsewhere in this issue figures of a 
startling type are given. Louisiana was 
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the only state in which the rate for 1956 
exceeded the five year preceding median. 
Two states, Utah and Iowa, had rates 
greater than Louisiana, which were re- 
spectively, 24, and 21 per 100,000. 
There are reasons to believe, however, 
that Louisiana’s rate was actually greater 
than the two states just mentioned. This 
is another situation in which Louisiana 
is first, in which it would be much better 
if we were last. Louisiana is first in rate 
-of taxation, first in the number of aged 
on welfare rolls, first in the number of 
totally disabled on these rolls, and first 
in the number of tax supported hospital 
beds. We, as physicians, have little chance 
to change these doubtful distinctions, but 
we can do something about the polio 
problem in our state. Less than half of 
the age group birth to 19 in Louisiana 
have had one or more injections of polio- 
myelitis vaccine, and in the age group 20 
to 40 the number is negligible of those 
who have been vaccinated. 

Considering the risk involved in fac- 
ing the polio hazard unassisted, and the 
simplicity of acquiring adequate protec- 
tion, the medical profession should be able 
to influence the public to avail itself of 
this protection speedily and with an ap- 
preciative understanding. 

Reactions are rare and trivial in their 
effect. The cost to private patients is 
minimal, especially when compared to the 
protection afforded. Several state 
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ciations have already, on their own initi- 
ative, undertaken campaigns. Many coun- 
ty societies have done likewise, and 
numerous campaigns are in process now. 
In these several endeavors the forces of 
organized medicine have undertaken to 
supply leadership, guidance, and direction. 
The actual execution and details of ad- 
ministration are in the hands of local 
societies. The campaigns that have been 
most effective have been those in which 
the assistance of all interested parties 
was sought and as many obtained as pos- 
sible. Many groups and organizations only 
realized they were interested parties after 
the advantages were explained to them. 

Physicians as a group spend much of 
their lives treating conditions which, if 
they had known they were going to de- 
velop in their patients, they could not 
have prevented. This now is a situation 
in which America’s physicians, in co- 
operation with public spirited citizens of 
the communities, have the power to pre- 
vent disease. About 15,000 cases of pa- 
ralysis may be reasonably expected to 
develop in the current year, unless the 
forthcoming campaign is enthusiastically 
supported and properly effective. 

The time to start is now. The experi- 
ence in the Chicago epidemic indicates 
that it is safe to give the vaccine in the 
face of an epidemic and with the expecta- 
tion of being able to control the epidemic. 
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The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


1957 ANNUAL MEETING 
Committees on Arrangements 
Below are listed the Advisory Committee and 
chairmen of special committees incident to ar- 
rangements for the 1957 Annual Meeting who 
have been appointed by the General Chairman, 
Dr. J. O. Weilbaecher, Jr. These doctors should 
be contacted for information pertaining to vari- 
ous phases of the meeting. 
ADVISORY 
H. B. Alsobrook, M.D., Jos. E. Brierre, M. D., 


C. J. Brown, M. D., Edgar Burns, M.D., Boni J. 
DeLaureal, M. D., A. V. Friedrichs, M. D., Val H. 
Fuchs, M. D., Max M. Green, M.D., P. H. Jones, 
Jr., M. D., George H. Hauser, M. D., Sam Hobson, 
M.D., A. N. Houston, M.D., Edgar Hull, M.D., 
Theo Kirn, M. D., Edwin H. Lawson, M.D., E. L. 
Leckert, M.D., Shirley C. Lyons, M.D., Felix A. 
Planche, M.D., J. Kelley Stone, M.D., N. J. 
Tessitore, M.D., and Edwin L. Zander, M. D. 
BADGES 
C. F. Bellone, M. D., Chairman; Henry Butker, 
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M. D., vice-chairman; Horace Dozier, M.D., Pat 
Hanley, M.D., John T. Leckert, M.D., M. L. 
Michel, M. D., Edmond Mickal, M. D., Ben Morri- 
son, M. D., and Edward Nelson, M. D. 


BANQUET 

L. Sidney Charbonnet, Jr., M.D., Chairman; 
Philip A. Boudreaux, M. D., Vice-chairman; Rich- 
ard L. Buck, M.D., H. Reichard Kahle, M. D., 
Earl Conway Smith, M.D., Victor E. Tedesco, 
M. D., W. D. Beacham, M. D., Lawrence H. Strug, 
M. D., and Kenneth Cox, M. D. 

; DECORATIONS 

Esmond A. Fatter, M. D., Chairman; C. Walter 
Mattingly, Vice-Chairman; Louis R. Cabiran, 
M. D., Thomas E. Clements, M. D., Sims Chapman, 
M.D., Fred A. Eigenbrod, M.D., Frank Gallo, 
M D., N. J. Chetta, M. D. and C. Barret Kennedy, 
M. D. 

ENTERTAINMENT 

John Menville, M.D., Chairman; L. J. O’Neil, 
M. D., Vice-Chairman; William McD. Boles, M. D., 
Dennis H. Groome, M. D., Ben Phillips, M. D., I. 
L. Robbins, M. D., R. M. Willoughby, M. D., Frank 
Gomila, Jr., M.D. and Manuel Gardberg, M. D. 

FINANCE 

George H. Hauser, M.D., Chairman; Eugene 
Vickery, M. D., Vice-Chairman; James M. Ciara- 
vella, M. D., Walton R. Akenhead, M.D., Jack S. 
George, M.D., John J. Irwin, M.D., Abe Mickal, 
M. D., John L. Kron, M. D., and Dan W. Beacham, 
M. D. 

GOLF 

Wm. C. Rivenbark, M.D., Chairman; Joseph 

Vella, Vice-Chairman; Irvin Cahen, M.D., Dean 


Echols, M.D., Louis Monte, M.D., Charles B. 
Odom, M.D., Percy Phillips, M.D., J. Kelley 
Stone, M.D., and Jack Strange, M.D. 
HOSPITALS 
Robert Gillaspie, M.D., Chairman; Edmond 
Mickal, M.D., Vice-Chairman; Wm. W. Frye, 


M.D., M. E. Lapham, M.D., Malcolm P. Schwar- 
zenbach, M.D., Ben F. Parker, M.D., Jack An- 
derson, M.D., T. L. L. Soniat, M. D., C. M. John- 
son, M.D., Fred King Vaughan, M. D., 
Mundt, M.D., and Anees Mogabgab, M. D. 
HOTELS AND MEETING ROOMS 
Branch J. Aymond, M.D., Chairman; William 
Rein, M.D., Vice-Chairman; Charles Cox, M. D., 
Ernest Celli, M.D., Mayo Emory, M.D., Bruno 
F. Mancuso, M.D., Joseph A. LaNasa, M.D., P. 
E. Prouet, M.D., and Sam B. Saiewitz, M. D. 
LANTERNS 
talph Hartwell, M.D., Chairman; C. Thorp 
Ray, MD., Vice-Chairman; Eugene H. Countiss, 
M.D., John J. Archinard, M.D., Philip Johnson, 
M. D., A. J. MeComiskey, M. D., O’N. L. Pollingue, 
M.D., Lucien Delery, M.D., and Simon V. Ward, 
M. D. 


Leslie 


LUNCHES 
E. J. Joubert, M. D., Chairman; Joseph J. Cio- 
lino, M. D., Vice-Chairman; George C. Battalora, 
M. D., C. C. Blakeney, M. D., Joseph N. Ane, M. D., 
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I. L. Fontinelle, M. D., Carroll F. Gelbke, M. D., 
J. A. Colelough, M.D., and Murrell H. Kaplan, 
M. D. 
PUBLICITY 
Raphael Sanchez, M.D., Chairman; Charles J. 
Wheeler, M. D., Vice-Chairman; Nicholas J. Chet- 
ta, M. D., W. P. Gardiner, M. D., Daniel W. Gold- 
man, M.D., Frank S Oser, Jr., M. D., Frederick 
Pou, M. D., Harry Zengel, Jr., M. D., and Howard 
Mahorner, M. D. 
REGISTRATION 
Val Fuchs, M. D., Chairman; Spencer B. McNair, 
M.D., Vice-Chairman; Wm. McD. Boles, M.D., 
Ralph J. Christman, M. D., Peter Everett, M. D., 
Dennis Groome, M.D., Norman S. Hunt, M. D., 
Joseph Menendez, M.D., and Morell W. Miller, 
M. D. 
SCIENTIFIC EXHIBITS 
Henry D. Ogden, M. D., Chairman; George M. 
Haik, M.D., Vice-Chairman; Lawrence G. Bole, 
M.D., Fred F. Boyce, M.D., Lyon K. Loomis, 
M. D., Edward deS. Matthews, M. D., Oscar Blitz, 
M.D., Albert Segaloff, M.D., and Henry M. 
Duhe, M. D. 
SIGNS 
Harry Meyer, M.D., Chairman; Harold M. 
Horack, M. D., Vice-Chairman; Roger J. Mailhes, 
M.D., George J. Taquino, Jr., M.D., Wallace J.. 
Landry, M.D., Homer J. Dupuy, M.D., D. V. 
Longo, M.D., Everett L. Drewes, M.D., and 
Waldo Treuting, M. D. 
TECHNICAL EXHIBITS 
J. Theo Brierre, M.D., Chairman; Joseph V. 
Gregoratti, M.D., Vice-Chairman; John Garcia, 
M.D., Joseph P. Palermo, M.D., E. Garland 
Walls, M.D., Louis J. Gehbauer, M.D., Marie 
Dees Mattingly, M. D., Carl H. Rabin, M. D., and 
Charles R. Robinson, M. D. 
TRANSPORTATION 
C. J. Brown, M. D., Chairman; James C. Burns, 
M.D., Vice-Chairman; Suzanne Schaefer, M. D., 
Charles Midlo, M.D., Hanckes A. Klein, M. D., 
Evelyn B. Nix, M.D., John J. Davis, M.D., 
Walter H. Brent, M.D., and J. Morgan Lyons, 
M. D. 
WOMAN'S AUXILIARY 
Abe Golden, M. D., Chairman; Boni DeLaureal, 
M.D., Vice-Chairman; George H. Hauser, M.D., 
Robert C. Kelleher, M.D., Louis Leggio, M. D., 
Robert Rougelot, M.D., and Edwin A. Socola, 
M. D. 





IMPORTANT NOTICE 

Members who are in need of insurance blanks 
concerning services rendered members of the Uni- 
formed Armed Services authorized under the 
“Medicare Plan”, Public Law 569, can obtain said 
blanks by writing the Continental Service Life 
and Health Insurance Company, our Fiscal Ad- 
ministrator for the state of Louisiana. Your bills 
should also be sent to this company at Baton 
Rouge, Post Office Drawer 2908. 
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* Sabine 
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Second District 
Shreveport 
Vernon 


POLIOMYELITIS VACCINATION URGED 

Louisiana had its third worst polio year in 
1956 with the bulk of the cases being in non- 
vaccinated individuals. The United States, as a 
whole, had fewer reported cases of poliomyelitis 
in 1956 than in any year since 1947. The four 
states with the highest 1956 rates were Utah, 
Iowa, Louisiana and Illinois respectively. Of all 
of the states, Louisiana was the only state whose 
1956 rate was greater than the preceding 5 year 
median. The rate for 1956 for the United States 
was 9.2 cases while for Louisiana it was 21 
cases per 100,000 population. 

In 1956, 606 cases of poliomyelitis were report- 
ed to the State Department of Health; 88 were in 
persons who had received one or more injections 
of poliomyelitis vaccine and 518 were in non- 
vaccinated individuals. Only 22 persons who re- 
ceived one, 18 who received two and no persons 
who received three injections of poliomyelitis vac- 
cine developed paralytic poliomyelitis, while 372 
non-vaccinated persons developed paralytic polio- 
myelitis. 

There are about 1,050,000 persons in the age 
group birth through 19 years in Louisiana. Be- 
tween April 1954 and December 31, 1956 about 
470,000 of these received one or more injections 
of poliomyelitis vaccine provided by the State 
Department of Health; 580,000 persons in this 
critical age group need to be vaccinated. An 
additional 80,000 - 90,000 children born each year 
in Louisiana as well as all persons in the age 
group 20 to 40 years and all pregnant women 
need the protection against paralytic poliomyeli- 
tis which vaccination will afford them. 

Poliomyelités vaccination is a safe and effective 
way of preventing paralytic poliomyelitis. In 
1956 over 70 million inoculations were given in 
the United States including 778,845 in Louisiana 
with no severe reactions reported in Louisiana 
and only 8 in the United States, and it is ques- 


Date 


Fourth Tuesday every other month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Second and fourth Thursdays of 
every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Place 


Lake Charles 
Baton Rouge 
Bastrop 


New Orleans 
Monroe 
Alexandria 


Indepencence 


Shreveport 


tionable, at this time, whether these 8 related to 
prior vaccination. 

A report from the Public Health Service Com- 
municable Disease Center Poliomyelitis Surveil- 
lance Unit issued January 26, 1957 shows the 
frequency of paralysis among reported cases in 
the under 20 year age group to be markedly 
lower among vaccinated cases than among un- 
vaccinated cases. The report further states that 
the vaccine has an effectiveness of the order of 
75% against paralytic poliomyelitis. 

The state is just over one of the worst polio- 
myelitis years in its history. The polio year 
starts in Louisiana between April 15 and June 1, 
and runs until about November 1 with the maxi- 
mum number of cases being reported in mid July. 

About two thirds of those in the critical groups 
who will be exposed to poliomyelitis are still un- 
vaccinated in Louisiana. The vaccine is proven 
to be a safe and effective means of preventing 
the crippling effects of paralytic poliomyelitis in 
3 out of 4 persons who would otherwise be para- 
lyzed. The 1957 polio year is just 3 months 
away. Every effort should be exerted at this 
time to immunize all persons up to 40 years of 
age and all pregnant women as quickly as pos- 
sible so that they will have the greatest amount 
of protection available against paralytic polio- 
myelitis before the 1957 polio year starts. 


VENEREAL DISEASE SEMINAR 

The Eighth Annual Symposium on Recent Ad- 
vances in the Study of Venereal Diseases will be 
held on April 24 and 25, 1957, in the auditorium 
of the Health, Education, and Welfare Building, 
Washington, D. C. The sessions will be open to 
all interested physicians and to workers in allied 
fields. 

This Symposium will follow a Venereal Disease 
Seminar for public health personnel of 15 sur- 
rounding States beginning April 23. Brief re- 
ports from Seminar workshop groups will be in- 
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cluded on the Symposium program of April 24. 

Final abstracts must be received by March 1, 
not exceeding 500 words, should include authors’ 
names and addresses in full, and authors’ institu- 
tional connections in the form preferred by the 
institution. Space limitations prevent program 
listing of institutional subsidiaries. 

When submitting final abstracts, contributors 
should state the number and size of projection 
slides expected to be used. Sizes are limited to 
3% x 4,3% x 3%, and 2 x 2. 


BAHAMAS MEDICAL CONFERENCE 

The Bahamas Branch of the British Medical 
Association will hold a Medical Conference during 
the week after Easter, April 23-30, 1957, at the 
British Colonial Hotel and the Princess Margaret 
Hospital in Nassau. 

Hotel reservations should be made as early as 
possible by writing directly to Mr. Robert K. 
Holiday, Reservations Manager, British Colonial 
Hotel, Nassau, Bahamas, and by sending at the 
same time the registration fee of $75.00. 

Interesting lectures and clinics have been 
planned, as well as ample time for recreational 
activities. Inoculations are not required and 
Americans do not need passports, only evidence 
of citizenship. 


REGIONAL MEETING OF THE AMERICAN 
COLLEGE OF GASTROENTEROLOGY 

A regional meeting of the Central Region of 

the American College of Gastroenterology will be 

held in Grand Rapids, Mich., Sunday afternoon, 


17 March 1957. The Scientific Sessions will be 
at the Hotel Pantlind commencing at 1:45 P.M. 

Participating in the program will be Joseph B. 
Kirsner, M.D., Chicago, IIl.; William Fuller, 
M.D., Grand Rapides, Mich.; Joseph Shaiken, 
M.D., F.A.C.G., Milwaukee, Wisc.; C. Wilmer 
Wirts, M. D., F.A.C.G., Philadelphia, Pa.; Garnet 
Ault, M. D., Washington, D. C.; Don W. McLean, 
M. D., Detroit, Mich.; Frederick A. Coller, M. D., 
Ann Arbor, Mich.; Fred Hodges, M.D., Ann 
Arbor, Mich. and C. Allen Payne, M.D., Grand 
Rapids, Mich. 

Members of the medical profession are cordially 
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invited to attend. A copy of the program may be 
obtained from the Secretary, American College 
of Gastroenterology, 33 West 60th Street, New 
York 23, N. Y. 


AMERICAN COLLEGE OF OBSTETRICIANS 
AND GYNECOLOGISTS 

The Fifth Annual Interim Meeting of District 
VII of The American College of Obstetricians 
and Gynecologists will be held at the new Statler- 
Hilton Hotel, Dallas, Texas, April 12-13, 1957. 

A two day program has been planned, consist- 
ing of scientific papers, unusual case reports, 
diagnostic and treatment clinics and a king-size 
round table. 

The College banquet, with entertainment to fol- 
low, will be held on Friday evening, April 12. 

Wives are invited. 

Doctor William P. Devereux, of Dallas, is 
Chairman of the Local Arrangements Committee. 


MEDICAL PROGRAM COMBINES WITH 

SOUTH DAKOTA PHEASANT HUNTING 

The Hunter’s Fall Medical Meeting sponsored 
by South Dakota State Medical Association will 
be held at Mitchell, South Dakota during the first 
five days of pheasant hunting season in October, 
1957. 

The program is set up for out-of-state doctors 
and will feature morning scientific sessions, af- 
ternoon hunting and evening scientific and social 
sessions. 

The registration fee is set at $100.00 which will 
cover the out-of-state hunter’s license, hunting 
guides, reserved hunting areas, several social 
events, and the scientific program. Motel and 
hotel space has been reserved, but registration is 
limited to the available housing. 


The affair is not stag, but wives who hunt 
must pay the full registration fee and those not 
hunting, three-fourths of it. (This is necessitated 
by the tight housing situation.) 

For details and reservations write to Mr. John 
C. Foster, Executive Secretary, South Dakota 
State Medical Association, 300 First National 
Bank Bldg., Sioux Falls, South Dakota. 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


ORLEANS PARISH 

New members acted as models in the period 
Style Show presented Wednesday, January 9th, 
at the Orleans Club, by the Woman’s Auxiliary 
to the Orleans Parish Medical Society. Mrs. A. 
Dallam O’Brien commented on the show, which 
featured clothes worn from the twenties to the 
Gibson Girl era. Mrs. J. M. Ciaravella was the 
pianist. 

Dr. George Hauser, the newly elected Orleans 


Parish Medical Society president addressed the 
group. 

In the receiving line were the Auxiliary’s offi- 
cers: Mms. Abe Golden, president, E. H. Coun- 
tiss, president elect, William J. Rein, first vice- 
president, Branch J. Aymond, second vice-presi- 
dent, Edwin S. Kagy, third vice-president, Albert 
F. Habeeb, fourth vice-president, O’Neil Pollingue, 
recording secretary, Philip P. LaBruyere, treas- 
urer, Mannie Mallowitz, corresponding secretary, 
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Monte Meyer, Parliamentarian, and Robert E. 
Rougelot, past president. 


Hostesses for the afternoon were Mms. Fred 


O. Brumfield, John Dubret, Franh S. Oser, Jr., 


Frank L. Faust, John W. Atkinson, Joseph J. 
Ciolina and Charles Farris. 





BOOK REVIEWS 


Clinical Roentgenology: Volume III; The Lungs 
and the Cardiovascular System, Emphasizing 
Differential Considerations; by Alfred A. De- 
Lorimer, M. D., Henry G. Moehring, M. D., and 
John R. Hannan, M.D., Springfield, Illinois, 
Charles C Thomas, 1955, Pp. 512, illus. 760, 
Price $20.50. 

This is the third volume of a four volume set 
by noted authors. This book is devoted to the 
thorax and its contents. The larger divisions in- 
clude the following: thorax, diaphragms, medias- 
tinum, pleura, lung, mediastinal tumors, heart 
and great vessels, congenital malformations of 
the heart and great vessels, acquired heart dis- 
ease, cardiac trauma, cardiac failure, tumors and 
cysts of the heart and pericardium, pericarditis 
and the aorta. 

After preliminary discussions of embryology, 
anatomy and technical considerations each major 
division is subdivided into its component struc- 
tures and individual clinical abnormalities and 
pathological conditions. These are considered in- 
dividually under the headings: General Consider- 
ations, Roentgen Manifestations, Clinical Corrob- 
orations, Sources of Error and Differential Con- 
References are included at the end 
of the subdivisions. The index is complete. Nu- 
merous differential diagnostic tables are included 
which consider x-ray findings such as, pulmonary 
cavities and pseudo cavities, pulmonary nodules, 
prominent pulmonary marking, segmental pul- 
monary densities and elevation of the diaphragm. 


siderations. 


The outstanding features of this book are the 
illustrations 
The reproductions are 
are in the 
illustrations 


excellence and the large number of 
which have been included. 
unusually large and 
negatives. 


original 
shown in color. 
Multiple views are included of most abnormali- 
ties. 
The 


standing the 


x-ray 


Five are 


valuable in under- 
manifestations of path- 
The technical discussions are adequate and 
The text is excellent and easily read. As 
this valuable contribution 
to the available literature on the subject of the 
thorax and the structures of the thorax. All 
physicians who have contact with thoracic dis- 
will find this book a valuable, compre- 
hensive and readily available work of reference. 


J. N. ANE, M.D. 


discussions are 
roentgen 


clinical 


ology. 
clear. 


a whole, volume is a 


eases 


Cardiovascular Surgery:Studies in Physiology, 


Diagnosis and Techniques; by Conrad R. Lam, 


M.D. (ed.), Philadelphia, Pa., W. B. Saunders, 

1955. Pp. 543, Price $12.75. 

This is a concise record of a unique event in 
the history of cardiovascular surgery. Sixty-one 
participants and seventeen discussants from all 
the leading centers in this country, and seven 
foreign countries, collaborated at the invitation 
of the Henry Ford Hospital, Cleveland, in March, 
1955. 

No attempt is made to cover the entire field 
of cardiovascular surgery but practically all 
fields in which active progress is being made are 
considered. 

An initial chapter deals with developments in 
special diagnostic techniques. There are chap- 
ters discussing the physiology and surgical treat- 
ment of pulmonary stenosis, mitral valvular dis- 
ease, aortic valvular disease, septal defects, car- 
diac arrest, hypothermia, and diseases of the 
aorta. 


There is also a very interesting discussion of 
adjustments between the systemic and pulmonary 


circulation from the 
clinical aspects. 


anatomic, pathologic, and 

Cross-circulation and related techniques are 
discussed but there is no general discussion of 
methods of extra corporeal oxygenation. 

This symposium brings the reader up to date 
on developments in this active field to the spring 
of 1955, and is required reading for all actively 
interested in the field, and is a valuable source 
of composite opinion for the casual reader. 
PAUL DECAmp, M. D. 


PUBLICATIONS RECEIVED 

Grune & Stratton, Inc., N. Y.: Micro-Analysis 
in Medical Biochemistry, by E. J. King, Ph.D, 
and I. D. P. Wootton, Ph.D.; Cytologic Technics 
for Office and Clinic, by H. E. Nieburgs, M. D.; 
Fundamentals of Clinical Fluoroscopy by Charles 
B. Storch, M. D., (2nd edit.). 

Charles C Thomas, Publisher, Springfield, Ill: 
Lesions of the Cervical Intervertebral Disc, by 
R. Glen Spurling, M.D.; Manual of Anesthesi- 
ology for Residents and Medical Students, by 
Herman Schwartz, M.D., S. H. Ngai, M.D., and 
E. M. Papper, M. D., and edited by John Adriani, 
M D.; The Recurrent Laryngeal Nerves in Thy- 
roid Surgery, by William H. Rustad, M.D. 

Vantage Press, Inc., N. Y.: The Patient Speaks, 
by Harold A. Abramson, M. D. 








